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Dufourmental, L.: Temporomaxillary Ankyloses of 
Obstetrical Origin (Les ankyloses temporo-maxil- 
laires d’origine obstétricale). Bull. ct mem. Soc. d. 
chirurgiens de Par., 1930, Xxii, 502. 

Since Massart’s study of obstetrical injuries as a 
cause of ankylosis of the jaw, the author has re- 
studied his own cases with regard to the responsi- 
bility of obstetrical injuries for the development of 
the condition. 

Of sixty-five cases, a definite cause of another 
nature could be discovered in forty-eight. In seven- 
teen cases the cause was obscure, but in eight of 
the seventeen the patient’s mother gave a history 


of difficult labor terminated by force. In two cases, 
Moriceau’s maneuver had been used. 

A peculiarity of the ankylosis due to obstetrical 
injuries is the constant hypertrophy of the bone. 
This is a general characteristic of ankyloses develop- 
ing during early infancy. At the site of the joint 


there is an enormous block of bone. The former 
joint line is represented merely by a groove. 

In ankyloses due to other causes, atrophy of the 
component parts of the joint is the rule. 

The author disapproves of the usual treatment of 
temporomaxillary ankylosis—sectioning of the man- 
dible through the ascending ramus. While the 
operative: difficulties are fewer, the functional results 
are less favorable than when the jaw is mobilized by 
cutting directly through the block of bone forming 
the ankylosis. 

In the discussion of this report, MAssart pointed 
out that the obstetrical injuries resulting in tempo- 
romaxillary ankylosis occur in cases of difficult labor 
in which survival of the infant and mother con- 
stitute an excellent result even though a fracture, 
dislocation, or ankylosis is produced. Moreover, he 
believes that the cartilages of the infant have been 
tendered abnormally fragile by syphilis or some 
other constitutional disease. 

ALBERT F. DE Groat, M.D. 


HEAD AND NECK 


Benedict, E. B., and Meigs, J. V.: Tumors of the 
Parotid Gland; A Study of 225 Cases with 
Complete End-Results in 80 Cases.  Surg., 
Gynec. & Obst., 1930, li, 626. 

The authors define mixed tumors of the parotid 
gland as benign growths of varying histological 
structure. Ewing states that an endothelial origin of 
these neoplasms has been disproved and that no 
single source will explain all of them. He believes 
that the derivation of mucous tissue and cartilage 
from gland epithelium has been satisfactorily proved. 

Fry concludes that the so-called mixed tumors of 
the salivary glands are not mixed tumors but entirely 
of epithelial origin, and that the mucinous material 
which is present in most of these neoplasms is a true 
secretion of mucin from the tumor cells. He states 
that the tumors do not contain cartilage; that the 
substance described as cartilage is formed by the 
change in the mucin of the tumor, and that the cells 
are epithelial cells. Some of the tumors show varying 
degrees of malignancy, and there is no dividing line 
between those that are benign and those that are 
malignant. 

Ewing classifies tumors of the parotid gland into: 
(1) benign adenomata, (2) malignant adenocarcino- 
mata or carcinomata, and (3) autochthonous mixed 
tumors. He classifies mixed tumors as: (1) myxo- 
chondrocarcinomata, (2) basal-celled carcinomata 
with a hyaline stroma, and (3) adenoid cystic 
epitheliomata. 

Parotid tumors may occur at any age. Benign 
tumors are more apt to occur before the age of forty 
years, whereas malignant tumors usually begin after 
the age of forty years. Tumors of the parotid occur 
with equal frequency in males and females and on 
the right and left sides. Persons with malignant 
tumors usually seek medical advice much sooner than 
those with benign tumors. In the majority of cases 
of mixed tumor there is no pain, whereas in cases of 
malignant tumor pain is fairly common. The pain is 
described as cramp-like, very severe, or neuralgic. It 
is probably due to pressure on the fifth nerve. The 
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tumors vary greatly in size. McFarland reported a 
neoplasm of the parotid which weighed 26 lb. Nearly 
all parotid tumors are hard. 

In practically every case the treatment should be 
surgical. Radium and X-ray irradiation are only 
palliative and never curative. At the time of opera- 
tion a frozen section should be examined by a 
pathologist. If malignancy is found, removal of the 
entire parotid gland with complete dissection of the 
neck should be done at once whereas if the tumor is 
found to be benign sacrifice of the facial nerve will 
be unnecessary. The authors believe that the high 
incidence of recurrence is due partly to incomplete 
operations. 

Encapsulation suggests that the tumor is benign, 
but in every case care should be taken in removing 
the tumor to avoid rupturing the capsule and dis- 
seminating the cells. 

Ligation of the external carotid artery lessens the 
hemorrhage during the operation, but under no cir- 
cumstances is ligation of the common carotid justi- 
fied. When the surgeon must choose between an 
operation which will result in facial paralysis and a 
procedure which will remove the growth incom- 
pletely he frequently chooses the latter, but when 
the tumor returns paralysis often follows from pres- 
sure on the nerve. In a case cited by the authors the 
facial nerve was purposely cut to facilitate removal 
of the tumor and was then sutured together. Only 
very slight paralysis resulted. In several cases in 
which the facial nerve was cut or severely trauma- 
tized was there complete facial paralysis for several 
months which later cleared up entirely. 

Mixed tumors frequently recur, but the recurrence 


is almost always benign and metastases are never 


formed. In carcinoma, the prognosis is poor, very 
few cures having been obtained. Local recurrence 
after removal is often very prompt, occurring after a 
period of months rather than years. Metastases 
from carcinoma may be formed in the lungs or the 
bones. The length of life after operation is almost 
invariably short. In sarcoma, the prognosis is poor, 
but apparently not so poor as in carcinoma. There 
is no record of distant metastases from sarcoma of 
the parotid, but sarcomata rapidly infiltrate neigh- 
boring structures, lymphosarcomata metastasizing 
by the lymphatics and fibrosarcomata probably by 
the blood stream. R. V. B. Surer, M.D. 


EYE 


Perotti, D.: Roentgen Visibility of the Eyeball and 
the Possibility of Traumatic Pneumotenon 
(Sul significato della visibilita radiologica del bulbo 
oculare e sulla possibilita di un pneumotenone 
traumatico). Rassegna internas. di clin. e terap., 
1930, Xi, 623. 

The author reports two cases of trauma of the 
face in which the eyeball surrounded by a trans- 
parent ring was visible in the roentgen picture. He 
thinks this finding was due to emphysema of the 
fatty tissue of the orbit and was an indirect sign of 
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fracture of the lamina papyracea of the ethmoid 
through which air entered the orbit from the cth- 
moid sinus. 

At first, the picture looked like that of pneumo- 
tenon, the presence of air in Tenon’s space, which 
is used for diagnostic purposes, but Tenon’s capsule 
is separated from the lamina papyracea of the 
ethmoid by the fatty tissue of the orbit and air 
coming from the ethmoid sinus would strike the 
fatty tissue of the orbit first. Tenon’s capsule is 
made up of two folds connected by numerous septa 
and with a space between them. If the picture 
had been that of pneumotenon it would have meant 
that a sharp fragment of the lamina papyracea had 
traversed the fatty tissue and lacerated the ex- 
ternal fold of the capsule. 

Moreover, in pneumotenon the transparent ring 
around the eyeball does not reach the base of the 
orbit, as it did in the cases reported and it surrou 
the whole circumference of the eyeball w ioians 3 
the author’s cases it was interrupted by opajue 
zones at the upper angles of the orbit. The supero- 
external opacity in one of the author’s cases was 
probably due to the shadow of the lachrymal gland, 
and the supero-internal opacity in the other to the 
shadow of the superior oblique, both of them struc- 
tures outside of Tenon’s capsule. 

Another finding indicating that the air infiltrated 
the fatty tissue rather than Tenon’s capsule was 
that it had entered the lateral recess of the frontal 
sinus through a fracture of the floor of the sinus 
which is in immediate contact with the fatty tissue 
of the orbit and not with Tenon’s capsule. 

In the first case the infiltration of air lasted for 
about forty-eight hours, and in the second for 
about twenty-four hours. It did not cause any trou- 
blesome symptoms. Auprey G. Morcay, M.D. 


Clark, C. P.: Eye Changes Observed in Paretic 
Patients After Treatment with Malaria. -|) 
J. Ophth., 1930, xiii, 946. 

The author believes that the improvement in 
paresis after malarial fever therapy is to be attril)- 
uted to stimulation of the defense reaction of the 
reticulo-endothelial system, the increased tempera- 
ture, and the hyperemia. In the series of fifty cases 
which he reviews the mental condition precluded the 
possibility of certain subjective examinations. )ur- 
ing the course of the treatment ocular hamorrhages 
occurred in two cases and bilateral neuroretinitis «ic 
veloped in one case. In the author’s opinion these 
were probably due to the quinine. There was no 
marked change in central acuity. In only one case 
was there an extra-ocular palsy. This did not im- 
prove. The pupils of six patients were not improved 
by the malarial treatment. Twenty-two patients 
had a definite pathological lesion in some portion of 
the fundus. In eighteen, there were changes in the 
nerve head. Twelve showed decided improvement 
after subsidence of the malaria. Four of twenty 
whose mentality permitted a perimetric examination 
showed field improvement. Vircit Wescort, M.1) 
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Johns, J. P.: The Influence of Pregnancy on the 
Visual Field. Am. J. Ophih., 1930, xiii, 956. 


The findings of a study of the visual fields during 
pregnancy in twenty-nine young women are sum- 
marized as follows: 

1. Definiteconcentric contraction of the form and 
color fields occurred in the majority of the cases re- 
viewed. 

2. The blind spot was enlarged in the majority of 
the cases. 

3. The general reduction of retinal vitality as 
shown in the field changes paralleled the decrease in 
vitality through the pregnant state which was noted 
in endocrine studies. 

4. The field studies did not show the characteris- 
tics of a pathological condition of the pituitary 

land. 
, The author concludes that the field changes in 
pregnancy probably depend upon a functional 
modification rather than enlargement or vascular 
changes in the pituitary gland. 
Vircit Wescott, M.D. 


Gonin, J.: The Treatment of Detached Retina by 
Searing the Retinal Tears. Arch. Ophth., 1930, 
iv, 621. 

Finlay, C. E.: A Modification of Gonin’s Surgical 
Method of Treatment of Detachment of the 
Retina. Arch. Ophth., 1930, iv, 662. 


GONIN reviews 300 operations performed on 250 
patients in which detachment of the retina was 
treated by searing the retinal tears. 

He states that in more than 95 per cent of the 
cases in which ophthalmoscopic examination is pos- 


sible 1 or several holes may be detected in the retina 
if a careful search is made. In about 1o per cent of 
these cases the lesion is not a hole in the retinal 
tissue, but a rupture or tearing away of the insertion 
of the retina at the ora serrata. In all recent cases 
in which the hole or tear is closed, an immediate, 
complete, and permanent cure is obtained. In older 
cases, Closure of the tear stops the detachment and 
may cause more or less complete replacement of the 
retina, but restoration of vision generally remains 
incomplete. 

If the detachment recurs it will be found that 
the tear was not completely closed or that another 
tear was overlooked. Recurrence of detachment in 
a different region of the eye is due to the formation 
of a new hole in the retina. 

FINLAY reports a modification of Gonin’s tech- 
nique which is intended to prevent the formation 
of a fistulous opening from necrosis of the wound 
margin. 

In this procedure he incises the conjunctiva and 
Tenon’s capsule down to the sclera and makes a 
series of longitudinal cuts in the sclera with a 
Graefe knife until retinal fluid is exuded. He then 
cauterizes the scleral surface superficially about 0.5 
mm. from the edges of the wound, sutures the con- 
junctiva, and applies a pressure bandage. 

Vircit Wescott, M.D. 


HEAD AND NECK 


EAR 
Leroux-Robert: The Congestive Element in Deaf- 
ness; Treatment with the High-Frequency 
Current (L’element congestif dans la surdité; son 
traitement par la haute-tension). Presse méd., Par., 
1930, XXXVili, 1377. 

The treatment of deafness is very complex. The 
physiology of hearing is still in a process of evolution, 
and there is much that is still unknown regarding it. 
Except in the rare cases of permanent deafness due 
to an incurable lesion such as occurs in certain infec- 
tions complicated by acute labyrinthitis (mumps, 
fever), hamorrhagic labyrinthitis (arteriosclerosis), 
or intracranial lesions (thrombosis, embolism, men- 
ingoneuritis), chronic types of deafness are progres- 
sive and present a lesion in the process of develop- 
ment. 

In otosclerosis, tympanosclerosj 
sclerosis, otospongiosis, cicatricial o and tubal 
catarrh there is frequently a hyperemia. All of the 
medical treatments of otospongiosis consist of the 
use of a vasoconstrictor such as pituitary extract, 
ergot, or adrenalin. The surgical procedures sug- 
gested, such as ligation of the external carotid or the 
middle meningeal artery, have a similar purpose. 
Most of the methods usually employed to induce 
vasoconstriction are soon followed by vasodilata- 
tion. 

The author advocates the local application of the 
high-frequency current which produces vasocon- 
striction through its action on the sympathetic. 
Terracol has shown that the auditory apparatus is 
dominated by the cervical and periarterial sympa- 
thetic and is susceptible to vasomotor reactions. 

Among the chronic progressive types of deafness 
may be included those based on hyperemia due to an 
endogenous toxemia (azotemia, uricemia, glyce- 
mia, oxalemia, cholesterinemia) and those based on 
hyperemia due to an exogenous toxin (quinine, sali- 
cylates, alcohol, tobacco) which increase arterial 
tension. 

The ordinary alternating current may be stepped 
up by a special apparatus to a voltage of from 30,000 
to 40,000 and a frequency per second of from 2,000,- 
000 to 3,000,000. The current is applied by a special 
condensing electrode to the external auditory canal. 
The treatment lasts ten minutes and is carried out 
every day for from eight to fifteen days. 

The indications for the treatment are all types of 
deafness due to non-suppurative otitis, tubal ca- 
tarrh, otospongiosis, otosclerosis, and adhesive com- 
plications after suppurative otitis. 

The contra-indications are convalescence from a 
suppurative otitis media (the ear should not be 
treated with the high-frequency current unless there 
has been freedom from discharge for a month or so) 
and the presence of vertigo, an indication of laby- 
rinthitis. 

The author reports briefly thirteen cases of differ- 
ent types of deafness which were treated with the 
high-frequency current and in which objective tests 
seem to indicate considerable improvement in hear- 


labyrintho- 
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ing. It appears that the functional types of deafness 

based on disturbances of the sympathetic are most 

favorably influenced by this type of treatment. 
Jacos E. Kier, M.D. 


Guild, S. R.: Early Stages of Otosclerosis. Arch. 


Otolaryngol., 1930, xii, 457. 


The author is of the opinion that otosclerotic 
changes may begin as early as the end of the first 
year of postnatal life. 

The site of the first changes near the anterior 
margin of the oval fenestra is not the same in all 
cases and the fissure in front of the fenestra is not 
always involved in the beginning of the pathological 
process. 

Before ankylosis occurs a sulcus in the surface of 
the otosclerotic area near the margin of the oval 
fenestra is frequently present. This sulcus is filled 
with dense fibrous tissue which extends across and 
fills the intervening space between the wall of the 
fossa of the oval fenestra and the medial end of the 
anterior crus of the stapes. In some cases, at least, 
ankylosis begins by the formation, growth, and 
coalescence of scattered areas of calcification in 
the dense fibrous tissue and in the annular ligament. 
An area of otosclerosis may appear near the anterior 
margin of the oval fenestra, grow to considerable 
size, and become quiescent without the formation of 
calcified connections to the foot-plate of the stapes. 

Ankylosis must be well started before a clinical 
diagnosis of otosclerosis is possible by the methods 
of examination in use at the present time. 

James C. BrAsweEtt, M.D. 


Weber, M.: The Bone Picture of Otosclerosis: The 
Theory of Its Experimental Reproduction. 
Arch. Otolaryngol., 1930, xii, 608. 

Weber states that the bone picture of otosclerosis 
is identical with the bone picture of a localized osteo- 
dystrophia fibrosa, and that biochemical analyses 
have always shown otosclerosis to be accompanied 
by a generalized disturbance of metabolism which 
might easily exert an influence on the general bony 
system. The relationship of otosclerosis to osteo- 
malacia, pregnancy, and Gaucher’s disease may be 
explained by the assumption that the generalized 
disturbance of metabolism does not always have the 
same general biochemical aspects. 

James C. BRASWELL, M.D. 


NOSE AND SINUSES 


Stewart, D., and Lambert, V.: The Sphenopalatine 


Ganglion. J. Laryngol. & Otol., 1930, xlv, 753. 


Formerly the sphenopalatine ganglion was be- 
lieved to be the cause of many obscure headaches, 
but today doubt has arisen as to its relationship to 
many of the symptoms once ascribed to it. The 
authors conclude that a trophic influence exerted on 
the nasal mucosa by the ganglion is not supported 
by experimental evidence. They emphasize that 
any phenomena produced by treatment of the 
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region of the ganglion cannot be separated from 
the effects of involvement of the nerves of the 
sphenomaxillary region as a whole. 

Attention is called to a type of neuralgia pain 
about the head and neck which differs from true tic 
doloureux due to nasal infection but the neuro- 
logical nature of which is obscure. 

GeorcE R. McAvttrr, M.D. 


Rawson, R. D.: Plastic Surgery on the Nasal Pyra- 
mid, Sheehan’s Method (Cirugfa plastica de \a 
piramide nasal, método de Sheehan). Rev. med. 1.11. 
Am., 1930, XV, 1055. 

The author states that this article is based on a 
review of the literature and a careful study of the 
work of Sheehan and Gillies. He describes the anat- 
omy of the nose in detail and discusses the origin of 
congenital and acquired nasal deformities. 

Nasal deformities are corrected by reduction, 
retraction, or replacement. Special emphasis is 
placed on the importance of careful preparation of 
the patient regardless of the extensiveness of the 
surgical intervention or whether the deformity is due 
to a defect of the bridge, the septum, the tip of the 
nose, or the ale. After the application of a vasocon- 
strictor, a complete intranasal examination should 
be made. Roentgenographic examination of the 
paranasal sinuses and a Wassermann test are essen- 
tial. Whenever an inflammatory process is present 
in either the nose or the nasal accessory sinuses, sur- 
gical intervention is contra-indicated. 

The steps of the different operations are described 
and profusely illustrated with drawings and photo- 
graphs. The author believes it important to inform 
the patient before the operation regarding the 
cedema and discoloration of the eyelids which will 
be produced by the operative trauma and will last 
from one to two weeks. When this oedema is exces- 
sive it can be controlled by the application of hot 
compresses of a solution of 5 per cent magnesium 
sulphate and the administration of 15 drops of 
chloride of iron every two hours for several days 
after the operation. Iron sulphate may also be used 
in the form of compresses. Oily applications will 
prevent the formation of crusts. A fresh solu- 
tion of 5 per cent argyrol should be applied every 
three hours. 

The author describes the operative technique {or 
the correction of an exaggerated convexity, deviation 
of the nose, depression of the nasal bridge, deformity 
of the tip of the nose, and deformity of the ala, and 
presents an original method, the “orthopedic su- 
ture,’ which he uses to correct enlargement of the 
nose due to excess cartilaginous tissue. He performs 
his operation under ‘‘ distant anesthesia” which has 
the advantage of not deforming the field of opera- 
tion. He induces this anesthesia by an original pro- 
cedure which consists in blocking the external nasal, 


the nasal lobar, a branch of the internal nasal, and ~, 


the infra-orbital nerves. The sites where the injec- 
tions are made are shown in a drawing. 
P. R. Casetras, M.D. 
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Lewis, E. R.: An Analysis of 100 Consecutive Nasal 
Sinus Cases Treated Conservatively. Laryngo- 
scope, 1930, xl, 822. 

In 11 per cent of 100 cases of disease of the nasal 
sinuses the disturbances were limited to the res- 
piratory tract, whereas in 62 per cent they were 
evidently a local manifestation of a general patho- 
logical condition. 

Conservative treatment of nasal sinus disease 
includes surgical measures such as resection, the 
removal of adhesions, incision of the antrum, of 
bull, and of the sphenoid, the removal of polyps, 
tonsillectomy, and adenoidectomy. Non-surgical 
measures include suitable exercises, regulation of 
the diet, the forcing of fluids, alkalinization, iodin- 
ization, the administration of salicylates, physio- 
therapy, and local treatment by tamponade. The 
author has obtained better results from con- 
servative procedures than from radical treatment. 

GeorceE R. McAuttrr, M.D. 


Eggston, A. A.: The Pathology of Chronic Sinusitis. 
Arch. Otolaryngol., 1930, xii, 561. 


The blood supply of the nasal mucosa is particu- 
larly abundant and peculiarly sensitive to extrinsic 
and intrinsic changes. Pathological changes in the 
contiguous soft and bony tissues are secondary to 
vascular changes. 

The chronic hypertrophic type of sinusitis is 
characterized by thickening and oedema of the 
mucosa and periosteum, polypoid masses of soft 
tissue, and osteoporosis of bone. The chronic 
atrophic type is characterized by an increase in the 
fibrous tissue with thickening of the periosteum and 
condensing osteitis. A third type of chronic sinus- 
itis, the result of a combination of the hypertrophic 
and atrophic types, is characterized by ruge and 
sulci and a papillated membrane. 

GEoRGE R. McAuttrr, M.D. 


Brown, R. G.: The Surgicopathological Interpreta- 
tion of the X-Ray Appearances of Antral 
(Highmore) Diseases. J. College Surg. Australasia, 
1930, ili, 151. 

The author urges co-operation between the surgeon 
and the roentgenologist in the diagnosis of patho- 
logical conditions of the antrum of Highmore. 
Accuracy in diagnosis is increased by attention to 
the position in which the roentgen exposures are 
made, stereoscopic views, a comparison of both 
antra, and consideration of the roentgen-ray find- 
ings in relation to the findings of physical examina- 
tion. 

The roentgen plates will show alterations in the 
bony walls resulting from malignancy, trauma from 
foreign bodies, erosion by dental cysts, osteitis, 
osteomata, and previous operations. Changes in the 
contents of the antra are found in cases of acute and 
chronic inflammatory conditions, cysts, hydrops, 
calculi, and cholesteatomata and other tumors. 

GeorcE R. McAuutrr, M.D. 


HEAD AND NECK 


MOUTH 


De Mello, C.: A Method of Operation for Perfora- 
tions of the Hard Palate and for Cleft Palate 
(Eine Operationsmethode der Perforationen des 
harten Gaumens bzw. der Gaumenspalten). Passow- 
Schacfers Beitr., 1930, xxvili, 120. 

For the closure of palatal clefts or of perforations 
of the hard palate, the following modification of the 
old Langenbeck operation is recommended: 

1. A crescentic incision down to the bone is made 
close to the alveolar border from the lateral incisor 
on one side around to the same point on the other 
side. The mucosa and periosteum are then loosened 
posteriorly for a distance of 1 cm. The pocket thus 
formed is tamponed with iodoform gauze and the 
tampon is changed every second day. 

2. Six days later the borders of the cleft or per- 
foration, as the case may be, are freshened and the 
ends of the crescentic incision are prolonged to the 
hamulus pterygoideus, keeping close to the alveolar 
border. The mucoperiosteal flap thus outlined is 
then loosened inward to the freshened edge of the 
perforation or cleft so that the entire buccal cover- 
ing of the hard palate is mobilized. 

3. The tongue-shaped flap which has been formed 
is allowed to fall backward and is sutured to the 
freshened edges of the defect with catgut from above 
(i.e., the needle is introduced from the nasal surface) 
so that only the periosteum and a part of the nasal 
mucosa are pierced. The catgut should not come 
into contact with the buccal surface of the mucosa. 

4. Incisions to decrease tension are frequently 
made in the nasal surface of the flap. They do not 
penetrate entirely through the flap to the buccal 
surface. After compression by gauze fora time, the 
tongue-shaped flap lies easily on the surface of the 
hard palate. In adults it is usually unnecessary to 
suture the flap to the edge of the mucosa along the 
alveolar border. 

In the nine cases operated upon in this manner up 
to the present time the results have been satisfactory. 

KAERGER (Z). 


NECK 


Thurmon, F. M., and Thompson, W. O.: A Low 
Basal Metabolism Without Myxoedema. Arch. 
Int. Med., 1939, xlvi, 879. 

Frequent observations were made on 196 patients 
with a basal metabolism of from 11 to 45 per cent 
below the average normal (in only 8 was it lower 
than —25 per cent), but no oedema could be de- 
tected. 

At least 11 patients could be considered normal 
(with basal metabolic rates varying from —11 to 
—24 per cent), but it was often difficult to decide 
whether a patient was normal or abnormal. 

In 13 there appeared to be underfunction of the 
thyroid which apparently was too mild to result in 
myxcedema (so-called ‘‘hypothyroidism without 
myxoedema’’). 
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As judged from the clinical picture and the re- 
sponse to doses of desiccated thyroid sufficient to 
maintain the basal metabolism at a standard normal 
level, the remaining 172 patients were suffering from 
various pathological conditions, but not from under- 
function of the thyroid. 

In a large number of these cases, an exact differ- 
entiation into clinical entities is not yet possible. 

In 79 cases the chief complaints were nervousness, 
worry, and ease of fatigue; in 21, scantiness or ab- 
sence of menstruation; and in 72, various pathologi- 
cal conditions such as starvation, pituitary tumor, 
and muscular atrophy. 

Muscle tone seems to be an important factor regu- 
lating the rate of oxygen consumption. 

When the basal metabolism is lower than —25 per 
cent, underfunction of the thyroid is usually present, 
but when it is less than 21 per cent below the average 
normal, underfunction of the thyroid is usually not 
present. J. Frank Dovcury, M.D. 


Oppel, V.: The Question of Epidemic Goiter (Zur 
Frage ueber das epidemische Struma). Vraé. Gasz., 
1930, ili, 199. 


Four epidemics of goiter have been described in 
Russia up to the present time (Leznev). The author 
reports an epidemic which attacked a portion of the 
military of Leningrad and was of interest especially 
because neither endemic nor epidemic goiter had 
been seen in Leningrad previously. In most of the 
cases the goiter was associated with a tendency 
toward sweating, increased irritability of the heart, 
a low arterial pressure, and a lymphocytosis of the 
blood, phenomena suggestive of hyperfunction of 
the thyroid. Also in the majority of the cases 
tracheitis could be demonstrated by laryngoscopic 
examination. The calcium and potassium _per- 
centages of the blood were normal, but the amount 
of inorganic phosphorus was lower than normal. 
Hypoglycemia was demonstrated in eleven of 
twenty cases. In most of the cases the residual 
nitrogen was at the upper limit of normal. The 
protein fractions were unchanged. In most cases 
also the alkali reserve was low. 

Excised fragments of tissue showed parenchymat- 
ous goiter with proliferating epithelium and colloid 
liquefaction. The iodine content in four of five 
goiters was about 20 mgm. per 100 gm. 

From the results of the examination the author 
concludes that the basis of the disease was a hyper- 
function or dysfunction of the thyroid. Associated 
with this there was hypofunction of the insular 
apparatus and dysfunction of the liver. 

Oppel believes the condition was due to infection. 
This theory is supported by the small-cell infiltra- 
tion which microscopic examination showed in 
places around the gland lobules. The prompt cessa- 
tion of the epidemic when the affected persons were 
removed from the locality and the presence of 
tracheitis in nearly all of the cases suggest that the 
infection occurred by way of the respiratory organs. 

V. ACKERMANN (Z). 
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Jaffé, R. H.: Tubercle-Like Structures in Human 
Goiters. Arch. Surg., 1930, xxi, 717. 

The author reports four cases of mild hyper- 
thyroidism in which the thyroid tissue showed 
nodular structures composed of epithelioid cells and 
giant cells resembling miliary tubercles. The pa- 
tients presented no other signs of tuberculosis and 
made an ex¢ellent recovery. No tubercle bacilli 
were discovered. 

From histological studies the author concludes 
that lesions similar to tubercles occur in the thyroid 
gland as the result of desquamation of the follicular 
epithelium. The desquamated cells swell up, their 
cytoplasm becomes slightly oxyphilic, and the nuclei 
assume an oval shape. The free cells resemble 
epithelioid cells. These cells increase in number and 
some of them fuse together and form multinucleate: 
elements. Those remaining attached to the wall 
finally undergo similar changes. Thus, the follicle 
is gradually transformed into a nodule composed 
of epithelioid cells and giant cells. 

M. HeRBert BARKER, M.D 


Labbé, Azérad, and Dreyfus: A Clinical Study of 
Hyperthyroid Disorders (Etude clinique des |y- 
perthyroides). Presse méd., Par., 1930, XXXxviii, 1305. 

Dautrebande, M. L.: The Physiopathology of the 
Thyroid (Physiologie de la thyroide). Presse méi., 
Par., 1930, xxxviii, 1396. 

Bérard and Peycelon: The Surgical Treatment of 
Hyperthyroidism (Traitement chirurgical de |’hiy- 
perthyroidisme). Presse méd., Par., 1930, Xxxviii, 
1397- 

Lasse, AzERAD, and DrEyFus discuss Basedow’s 
disease and goiters with simple hyperthyroidism; 
also basedowiform and parabasedowian syndromes 
which are really not hyperthyroid disorders but 
must be considered with the latter because they 
include the “formes frustes.”” They state that the 
triad of hyperthyroid symptoms—tachycardia, loss 
of weight, and elevation of the basal metabolism 
is more constant than the basedowian tetrad 
goiter, exophthalmos, tachycardia, and _ tremor. 
Exophthalmos is absent in 53 per cent of the cases. 
Of chief importance in the diagnosis is the basil 
metabolism. Also of importance are genital dis- 
turbances in the female. 

The parabasedowian syndrome is a simple neuro- 
vegetative disorder without any participation of 
the thyroid. The usual treatments for hyperthyroid 
conditions have no effect upon it. Nerve sedatives, 
especially sedatives acting on the sympathetic, 
cause improvement. For the hyperthyroid syndrome 
the authors recommend especially iodotherapy, 
radiotherapy, and surgical exeresis. 

DAUTREBANDE traces the history of the dis- 
covery of the thyroid hormone, thyroxin, and the 
determination of its chemical constitution, whic! 
showed that synthetic thyroxin possesses the same 
properties as the natural hormone. The basa! 
metabolism takes some time to reach its maximum 
with both thyroxins, and it is evident that th: 
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thyroxin concentration in the tissues is not the only 
factor which governs the metabolism. The average 
thvroxin content of the healthy gland is 0.2 per 
cent. Thyroxin possesses an extraordinary affinity 
for iodine. The stored iodine becomes active only 
after a certain time. Thyroid activity is under 
chemical control dependent upon the blood. When 
the iodine content of the gland falls below 0.1 per 
cent because of a deficiency of iodine intake or 
increased utilization of iodine, the thyroid responds 
immediately and proportionately by hyperplasia 
and cellular hypertrophy. 

Thyroid disturbances may be divided into three 
classes: (1) hypothyroidism, characterized by a 
lowered metabolism and the appearance of cretinism 
and myxoedema; (2) goiter without hyperthyroidism, 
with a normal basal metabolism (the simple colloid 
goiters, adenomata with hyperthyroidism, and other 
forms of degeneration; and (3) goiters with hyper- 
thyroidism and an increase in the basal metabolism, 
including exophthalmic goiter and toxic adenoma. 

The author discusses the different responses of 
the organism to hyperthyroidism on the basis of 
experimental observations. The dominant physio- 
pathological characteristics of hyperthyroidism are 
overwork and fatigue. 

BERARD and PryYCELON state that the pre- 
operative treatment of hyperthyroidism should 
consist chiefly of complete physical and mental rest. 
The operation should be performed under local 
anesthesia. The operation of choice is subtotal 
thyroidectomy with preservation of only the pos- 
terior layer and the superior pole of each lobe. The 
The remote 


immediate mortality is 2.9 per cent. 
results are satisfactory. Medical treatment should 
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be used first. Roentgen and radium treatment have 
only transitory results. Surgical treatment is in- 
dicated in every case of hyperthyroidism which has 
reached a certain degree of severity. Early and ex- 
tensive operation is recommended. Pace. 


Salvesen, H. A.: Observations on Human Tetany. 
II. Postoperative Tetany. Acta med. Scand. 
1930, Ixxiv, 13. 

Of five women who developed tetany after thy- 
roidectomy, one died at her home a few months after 
the operation, but the others were still alive four and 
a half, three, four, and four years respectively after 
the operation. In those who survived the oral ad- 
ministration of calcium chloride was sufficient to 
check all symptoms of tetany. 

The author points out that one of two conditions 
may develop—a condition in which the blood cal- 
cium is kept at a nearly normal level by calcium 
feeding (tetany may occur at the usual critical level 
—7 mgm. per cent—if the calcium medication is 
stopped) or a condition in which the organism be- 
comes adapted to the low blood-calcium level (as 
low as 5 mgm. per cent in one of the cases reviewed). 

In one of the cases reviewed the sugar tolerance as 
indicated by the blood-sugar curves was lower when 
the blood calcium was low than when the blood 
calcium was high. 

In one case the action of ultraviolet light was 
shown by a rise in the blood calcium in spite of a re- 
duction of the calcium intake. 

In one case of spontaneous tetany and two cases 
of chronic parathyroid insufficiency with a low blood 
calcium there was no appreciable difference between 
the calcium of the plasma and the serum. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Forbus, W. D.: On the Origin of Miliary Aneurisms 
of the Superficial Cerebral Arteries. Bull. Johns 
Hopkins Hosp., Balt., 1930, xlvii, 239. 

This article is limited to a discussion of the so- 
called congenital or multiple miliary aneurisms of 
the superficial arteries of medium size at the base 
and in the sulci of the brain. 

The author reports the case of a negro twenty-four 
years of age who died on the day of onset of an 
acute illness associated with loss of consciousness 
and retraction of the head. Autopsy disclosed a 
subarachnoid and an intraventricular hemorrhage 
due to the rupture of a small aneurism. In addition, 
four small unruptured aneurisms were found. All 
of the aneurisms occurred in vessels belonging to 
the carotid system. On histological examination, 
the aneurismal sacs were found to consist of a 
thickened intima; they showed no elastic or muscular 
layers. The adventitia varied in thickness, and in 
places showed hyaline characteristics. There was 
no evidence of acute or chronic inflammation. The 
aneurisms were all located at points of bifurcation 
of the vessels. 

A study of other vessels in the same system which 
were free from aneurisms revealed a peculiar defect 
in the muscularis at the apex of each angle formed 
by division of the vessel. No similar defects were 
found at points other than these bifurcations or in 
vessels belonging to other systems. No inflamma- 
tory changes were evident in association with the 
defects. The locations of the defects corresponded 
to those of the aneurisms. 

Of a series of seventy other autopsies in which 
the cerebral vessels were examined, aneurisms of 
these vessels were found in twelve. Of thirty-five 
cases without aneurisms which were chosen at ran- 
dom, twenty-five showed a medial defect at the 
bifurcation of the vessels examined. In some of 
these, similar defects were found also at the bi- 
furcation of vessels of the coronary and mesenteric 
arteries. Whenever such defects were discovered 
in the latter locations, they were always found also 
in the brain, but defects in the brain were often 
unassociated with defects in the coronary or mes- 
enteric arteries. The defects occurred with equal 
frequency at all ages. They did not appear to be 
associated with inflammatory lesions although cases 
with meningeal inflammation which were selected 
for study also showed the defects. 

Having convinced himself that the defects are 
not due to inflammation, degeneration, or arterio- 
sclerosis, and having proved their congenital char- 
acter by demonstrating them in a stillborn child, 
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the author set about to study the mode of their 
development. In studies of the development of the 
aorta and its branches in the embryo, he found 
that the muscularis is formed by a condensation 
of mesenchymal cells which happen to be present 
around the aorta, and later of similar, quite in- 
dependent cells located around the given branch. 
He believes that the independent origin of this layer 
for the main vessel and its branches may account 
for the defects and that the defects act as areas of 
diminished resistance in the vessel where the forma- 
tion of aneurisms is favored. 

In experiments carried out with systems of glass 
tubing in which the pressure of a stream of tluid 
was measured at different points, it was found that 
the maximum pressure in the vessel wall under 
normal conditions of circulation corresponds to the 
usual sites of defects in the muscularis. It therefore 
appears that the hammering of the blood against 
these points of lowered resistance eventually brings 
about a gradual wearing away of the internal 
elastic layer which results in outpocketing of the 
vessel wall. Leo M. Davinorr, M.1). 


Courville, C. B., and Adelstein, L. J.: Intracranial 
Calcification, with Particular Reference to 
That Occurring in the Gliomata. Arch. Svrz., 
1930, Xxi, 8or. 

This report is based on ten cases of verified and 
two cases of unverified primary brain tumor. In 
five of the verified and in both of the unverified 
tumors the calcification was demonstrated by 
roentgen examination. In the five others it was 
found on histological examination. In five of the 
cases of verified tumor the neoplasm was a spongio- 
blastoma multiforme. In two of these the deposits 
were seen in the roentgenogram. 

The authors discuss the appearance of calcitica- 
tion in the cranial cavity under physiological and 
pathological conditions. | Lro M. Daviporr, M.1). 


De Martel, T.: Postoperative Accidents in Cerebral 
Surgery (Les accidents post-opératoires en chirursic 
cerebrale). Presse méd., Par., 1930, xxxviii, 1440. 

The author takes exception to the statement of 

Barré and Fontaine that there are several post- 

operative neurological syndromes. He believes there 

is only one. The clinical symptoms are fever, coma, 
and hypertension of the cerebrospinal fluid. | he 
temperature rises very rapidly in a few hours, and 
in fatal cases the patient dies in coma. This syn- 
drome is due to obstruction of the flow of fluid by 
pressure which causes injury of the centers on the 
floors of the third and fourth ventricles. 

A patient in coma with a high fever and begin 
ning respiratory disturbances may be restored very 
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quickly by an intravenous injection of a hyper- 
tonic solution of magnesium sulphate. This empties 
the ventricles by osmosis and decreases the volume 
of the brain. The hypertension may be caused either 
by hypersecretion or by defective absorption of the 
spinal fluid. The fever may be treated directly by 
the application of wet packs or irrigation of the 
intestine with cold water. The hypertension may 
be treated by lumbar puncture or, better, by atlanto- 
occipital puncture. If it persists in spite of this 
treatment, a ventricular puncture must be done. 
Ventricular and lumbar puncture should be ac- 
companied by the intravenous injection of a hyper- 
tonic magnesium sulphate solution. This solution 
should be used with caution and injected slowly. 
The patient should be put in the Trendelenburg 
position so that the cerebellum will be freed from 
the occipital foramen if it has become engaged in 
the latter. When the blood pressure is low the prog- 
nosis is poor. In cases with a low blood pressure 
injections of adrenalin and hypophysin are indicated. 
The author gives such injections prophylactically 
from the beginning. 

Patients must be watched very carefully after 
brain operations. The rectal temperature should 
be taken every hour, and if it rises treatment should 
be begun at once. The patient should have nurses 
especially trained in neurosurgical nursing because 
nurses accustomed to general surgical nursing will 
almost invariably relax their attention as soon as 
the patient seems to be doing well and this is dan- 
gerous in neurosurgical cases. The author has a 
special room for his brain surgery cases with spe- 
cially trained nurses and everything ready for lum- 
bar and ventricular punctures and intravenous 
injections. Auprey G. Morcan, M.D. 


Paton, L.: Classification of the Optic Atrophies. 
Proc. Roy. Soc. Med., Lond., 1930, xxiv, 25. 

According to Paton, primary atrophy of the optic 
nerve is caused by a toxin or trauma acting directly 
on the fiber and killing it. Secondary optic atrophy 
is that form in which the death of the nerve fibers is 
the result of inflammation or degeneration of other 
structures on which the nerve is dependent or which, 
from their anatomical relationships to the nerve, can 
produce injury to its fibers. In contrast, the text- 
books define primary optic atrophy as atrophy in 
which the optic disk shows no evidence of antecedent 
papillitis or oedema, and secondary or consecutive 
atrophy as atrophy in which the optic disk shows 
evidence of an antecedent oedema or papillitis. 

Paton classifies optic atrophies as: (1) those of 
localized origin, (2) those of diffuse or indeterminate 
origin, and (3) those of unknown origin. He sub- 
divides the optic nerve into three portions: (1) the 
retinal, (2) the papillary, and (3) the retrobulbar. 
The retrobulbar portion he subdivides into: (1) the 
orbital, (2) the foraminal, and (3) the intracranial. 
According to this classification, optic atrophy of 
localized origin is of three main types and the retro- 
bulbar group has three subdivisions. 
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Each of the main types of atrophy may be the 
after-effect of acute or chronic inflammations or of 
degeneration. The degeneration may be produced 
locally by pressure or traction, or may be a systemic 
degeneration of unknown origin or consequent on 
vascular insufiiciency. 

The three main types of optic atrophy are dis- 
cussed. In atrophy resulting from retinal degenera- 
tion the disk usually presents a clear outline and a 
waxy surface. The most important feature is the 
extreme diminution in the caliber of the vessels. 
Of this type are the primary atrophies associated 
with retinitis pigmentosa, amaurotic family idiocy, 
and cerebromacular degeneration, and the numerous 
forms of secondary retinal atrophy consequent on 
retinal and choroidoretinal inflammation and vas- 
cular degenerations. These may affect either the 
peripheral or the central portions of the retina or 
both simultaneously. 

In the papillary atrophies the initial damage to 
the nerve fibers takes place at the disk itself. Of 
this type are the atrophies due to glaucoma, papil- 
litis, and papilloedema, and a rarer group in which 
a cavernous degeneration in the disk tissues occurs 
in high myopes. Atrophy resulting from traumatic 
avulsion of the optic nerve also belongs in this group. 

Atrophies due to retrobulbar lesions form the 
largest group and may be classed as orbital, foraminal, 
or intracranial. The author refers tq inflammation 
of any portion of the optic nerve as being interstitial 
or parenchymatous. One of the most common forms 
of parenchymatous inflammation is disseminated 
sclerosis. Other causes of atrophy due to retrobulbar 
lesions are postinfluenzal myelitis, syphilitic myelitis, 
Malta and blackwater fever, postherpetic neuritis, 
and postvaricellar neuritis. 

Intraneural or extraneural tumors acting on the 
orbital portion of the optic nerve may cause optic 
atrophy. A gumma at the apex of the orbit may 
cause pressure on the nerve. 

The most frequent cause of foraminal lesions giv- 
ing rise to optic atrophy is trauma. Optic atrophy 
occurring in oxycephaly may be the result of the 
narrowing of the optic foramen or may develop co- 
incidentally with the skull deformity as the result of 
early meningitis. Bony thickening in Paget’s dis- 
ease may cause optic atrophy by reducing the caliber 
of the optic foramen. 

The main intracranial form of atrophy is the pres- 
sure atrophy caused by growths, especially in the 
pituitary and suprapituitary regions or on the base 
of the frontal lobe or the anterior end of the tem- 
porosphenoidal lobe. Atrophy may be caused by 
disseminated sclerosis, meningitis, basal aneurism, 
or sclerotic changes in the internal carotids acting 
on the intracranial portion of the optic nerve. 

Optic atrophy may be caused also by substances 
with a general toxic effect, such as tobacco, arsenic, 
lead, methyl alcohol, carbon bisulphide, quinine, 
and aspidium filix-mas. Of this type are the optic 
atrophies which occur in association with other sys- 
temic degenerations in the central nervous system, 
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such as Friedreich’s disease, peroneal atrophy, and 
hereditary cerebellar atrophy. 

Tabes causes optic atrophy of two types. In 
one, the parenchymatous degeneration is predom- 
inant, whereas in the other the interstitial prolif- 
eration is more obvious. 

The primary divisions of the author’s classifica- 
tion are based on the site of attack of the primary 
lesions and are subdivided on the basis of the nature 
of the lesion. RoBert ZOLLINGER, M.D. 


PERIPHERAL NERVES 


Lonjon, P.: A Contribution to the Study of Ascend- 
ing Posttraumatic Neuritis of the Extremities 
(Contribution 4 V’étude de la névrite ascendante 
post-traumatique des membres: Thése de Mont- 
pellier, 1930). Presse méd., Par., 1930, xxxviil, 1370. 

Although the clinical picture of ascending neuritis, 
first described by Hunter in 18309, is now well known, 
the pathological anatomy of the condition is still 
obscure and our conceptions of its pathogenesis are 
not completely satisfactory. The rarity of neuritis 
as compared with suppurations, the development of 
ascending neuritis following traumata not causing 
an open lesion, and the results of experimental 
investigations indicate that the condition is not due 
to common bacteria. The theory that the sympa- 
thetic is a causal factor does not explain the findings 
and has an uncertain basis, pain. However, it 
seems to have been definitely proved that certain 
viruses are able to use the nervous pathways to 
ascend to the principal centers. 

The author suggests the possibility of a relation- 
ship between ascending neuritis and tetanus. In 
both conditions the portal of entry of the infection 
is a traumatic lesion and the mode of extension along 
the nerve paths and the pain are similar. Moreover, 
the lesions in ascending neuritis correspond to those 
found in the medulla in tetanus. 

Up to the present time, experimentation has not 
furnished the author with positive arguments, but 
she reports two cases which are of interest from the 
point of view of her theory. 

In the first case a wound of the left index finger 
was followed by painful crises and paroxysmal 
spasms. Anti-tetanus serotherapy resulted in cure. 
In discussing this case, Lonjon states that we may 
suppose with Colombino that, being obstructed in 
its progress toward the upper nerve centers by a 
previous preventive inoculation, the toxin became 
localized in the peripheral nervous system where the 
slowness of its action produced a deeper involve- 
ment of the nerve than would have been the case if 
it had been a mere vector, as in generalized tetanus. 
With regard to the curative action of the sero- 
therapy she cites the work of Billard which showed 
that neurotropic substances may oppose the fixation 
of neurotoxins on the neuraxis. Therefore, to explain 
the development of the ascending neuritis in the case 
reported it is necessary to admit the presence of an 
unknown neurotropic virus at the site of the trauma. 
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In the second case reported, ascending neuritis 
which followed a puncture of the left thumb and 
resulted in generalized tetanus was cured by scro- 
therapy. In discussing this case the author says 
that it is necessary to assume either weakness of the 
toxin or resistance of the subject, who showed 
hypercholesterinemia. 

Lonjon concludes that, in some cases, ascending 
neuritis may be the expression of a latent form of 
tetanus, and that serotherapy should be tried before 
surgery as it may be effective by exerting a specilic 
action or causing non-specific immunization. 

ANDRE GUIBAL. 


Keschner, M., and Berman, W.: Tardy or Late 
Ulnar Neuritis. Med. J. & Rec., 1930, cxxxii, 4 

Keschner and Berman review the literature on 
late inflammation of the ulnar nerve and report a 
case in which the condition developed thirty vears 
after a fracture at the elbow. This type of neuritis 
seldom affects other nerves. Its chief cause appears 
to be frequent trauma to the ulnar nerve in the 
vicinity of the elbow joint. In none of the cases 
reported in the literature was the site of trauma at 
any considerable distance from this joint. 

Signs of ulnar neuritis appearing a number of 
years after an injury of the elbow, especially in tlic 
presence of deformity at the elbow, establish the 
diagnosis immediately. The motor fibers appear to 
be much more vulnerable to this type of injury than 
the sensory fibers, and in the presence of marked 
interosseous and hypothenar atrophy there may be 
only slight interference with sensory function in thi 
ulnar areas. Paresthesias are frequently the first 
symptoms of the neuritis. A thickened tender nerve 
is often palpable behind the internal condyle. In 
cases with advanced muscular wasting the wasting 
may be mistaken for progressive muscular atrophy, 
but the absence of fibrillations and the presence o/ 
sensory signs will usually eliminate the latter. In 
early cases, roentgenography may be necessary to 
exclude cervical rib. 

Surgical intervention is the only satisfactor) 
treatment. The nerve should be freed from con 
stricting bands, and all masses causing pressure 
upon it should be removed. When the condition is 
the direct result of cubitus valgus deformity with 
narrowing of the ulnar canal, the surgical procedure 
must be directed to the osseous structures. In ce1 
tain cases anterior transposition of the ulnar cana] 
to a position in front of the median epicondyle is th« 
operation of choice. In general, good results may | 
expected from operation if the neuritis has not 
progressed too far and electrical stimulation does noi 
show a reaction of complete degeneration. 

RoBert ZOLLINGER, M.D. 


Evans, W.: Intrasacral Epidural Injection in the 
Treatment of Sciatica. Lancet, 1930, ccxix, 12 


The author divides cases of sciatica according tv 
the usual classification into two types, those of sym)- 
tomatic sciatica, in which involvement of the sciatic 
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nerves or their roots by neoplasms in the pelvis or 
disease of the hip, sacro-iliac joint, or lumbosacral 
yertebre can be demonstrated, and those of idi- 
opathic sciatica, in which no cause can be found. 

This article is based on forty cases of idiopathic 
sciatica which were treated by intrasacral epidural 
injections. All of the patients gave a history of acute 
onset of the condition with the recognized symptoms. 
The duration of the symptoms before the patients 
were seen by the author ranged from five days to 
eighteen months. The treatments which had been 
tried included internal medication, the external 
application of counter-irritants, massage, ionization, 
electrical therapy, hot baths, stretching of the nerve 
under general anesthesia, injections of oxygen or 
saline solution along the course of the nerve, and 
splinting of the affected limb. 

The author describes the technique of the epidural 
injections. In the forty cases reviewed, forty-seven 
iniections were made. From 60 to 145 c.cm. of a 1 
or 2 per cent solution of novocain, saline solution, or 
a combination of novocain and saline solution were 
used. 

Sixty-one per cent of the patients obtained imme- 
diate and permanent relief; 13.9 per cent were bene- 
fited permanently; 19.4 per cent were benefited 
temporarily; and 5.6 per cent were not benefited. 

The results did not seem to depend on the quan- 
tity of fluid used within the limits stated nor upon 
the character of the fluid. 

By measurement of the intrathecal pressure with 
a spinal manometer at the time of injection and by 
experiments on cadavers, the author found that the 


injected mass displaces the dura upward and for- 
ward, thereby stretching the intrasacral roots. 
Leo M. Davinorr, M.D. 


SYMPATHETIC NERVES 


Morton, J. J., and Scott, W. J. M.: Studies of the 
Activity of the Lumbar Sympathetic Nervous 
System. Aun. Surg., 1930, XCcli, 919. 

As spinal anesthesia chemically blocks off all central 
impulses, including those which are autonomic, the 
authors carried out investigations to determine 
whether it might not be of value in showing the 
benefit to be expected from operative interruption 
of these impulses in pathological conditions. 

In several cases of Hirschsprung’s disease the pre- 
viously atonic intestine exhibited excellent expulsive 
power with peristaltic rushes after the induction of 
spinal anesthesia. Similar results were noted also 
in experiments on cats. 

In studies of vasospasm in the extremities it was 
found that spinal anesthesia is usually followed by 
a sharp rise in the surface temperature of the feet. 
The occurrence of only a slight elevation is an indi- 
cation that the vasodilatation is already at its 
maximum or that no sympathetic vasoconstriction 
is present at the time of the examination. Patients 
suffering from an organic vascular disease associated 
with vasospasm, such as thrombo-angiitis obliterans, 
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show a moderate to marked rise in surface tempera- 
ture following spinal anwsthesia. 

Spinal anesthesia proved to be of great value also 
in the differentiation of true pain of sympathetic 
origin from psychoneurosis. 

So far, no specific functional tests have been de- 
vised for trophic ulcerations, traumatic arthritis and 
oedema, non-specific polyarthritis, or states of 
nervous origin such as poliomyelitis. Vasoconstric- 
tion has been demonstrated in these conditions, but 
its significance is not known. 

The authors review also several cases of spina 
bifida with sensory impairment in the lower ex- 
tremities. In one of them, lumbar sympathectomy 
was done as treatment for atrophic ulceration, and 
in the other as a prophylactic measure against 
trophic ulcerations. 

From their findings the authors conclude that by 
means of spinal anwsthesia it is possible to study the 
large bowel and the peripheral vascular system of 
the lower extremities freed from sympathetic activ- 
ity and thereby to determine whether operative 
interruption of the sympathetic nerves will be 
beneficial in pathological conditions of these parts. 

RoBeErt ZOLLINGER, M.D. 


Weigner, K.: The Anatomical Fundamentals of 
Surgery of the Sympathetic System (Anato- 
mische Grundlagen der Sympathicuschirurgie). 
Rozhl. Chir. a Gynaek., 1930, ix, 66. 

The author first attempts to give a historical 
account of the development of our knowledge of the 
sympathetic and parasympathetic systems. He 
then states that the sympathetic nerves do not differ 
essentially from the cerebrospinal nerves. Absence 
of the medullary sheath is not characteristic, nor is 
it possible to distinguish macroscopically whether 
the fibers are afferent or etierent. Furthermore, 
pathological changes in the sympathetic nervous 
system have not been investigated systematically 
up to the present time. Only from the reaction to 
different chemical substances, such as nicotine or 
adrenalin, is it possible to determine whether a viscus 
is innervated by sympathetic or parasympathetic 
nerves. This cannot be demonstrated anatomically 
as yet. The author then discusses the properties of 
the nerve fibers, the nature of their network, and the 
sympathetic ganglia. 

With regard to ramicotomy, the author states 
that the nerve fibers of the sympathetic system 
should be included with the rami communicantes as 
both afferent and efferent fibers are contained 
therein. After their entrance into the sympathetic 
trunk, the nerve fibers in the rami communicantes 
are both ascending and descending and end in the 
sympathetic ganglia. How far they extend can be‘ 
shown only by experiments, namely, division and 
secondary degeneration. This can be observed only 
in the nerve fibers with a myelin sheath; the others 
apparently degenerate with great difficulty. 

The blood vessels are innervated by both the 
cerebrospinal and the sympathetic nerves. The 
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arteries and veins are innervated in like manner, 
but it is very difficult to follow up the smallest 
branches of the nerves to the capillaries. 

The author then takes up the innervation of the 
heart, and concludes his report with the assertion 
that the problem of the sympathetic system cannot 
be solved by anatomical section and _ histological 
investigation. He inquires if physiology will be more 
successful. Harm (Z). 


Pieri, G.: Clinical Contributions to the Surgery of 
the Sympathetic Nervous System. The Treat- 
ment of Ascending Neuritis (Contributi clinici 
alla chirurgica del sistema nervoso vegetativo. La 
cura della nevrite ascendente). Arch. ital. di chir., 
1930, xxvii, 288. 

Ascending neuritis is a disease of the sympathetic 
nervous system of the limbs which is characterized 
by pain and circulatory and trophic disturbances 
and a tendency to extend from the fingers and toes 
to the root of the limb. It is not yet very well de- 
fined clinically and the mechanism of its pathogene- 
sis is obscure. Leriche proposed resection of the 
rami communicantes of the affected limb for its treat- 
ment. The author has operated upon three cases. 
In all of them the condition occurred in the arms. 
The patients were women forty-seven, sixty-six, and 
seventy-five years of age who had had the disease 
for several months. The operation was successful in 
every case, and the patients are well after from one 
to two years. AvuprREY G. Morcan, M.D. 


Rowntree, L. G., Adson, A. W., and Hench, P. S.: 
The Results of Resection of Sympathetic Gan- 


glia and Trunks in Seventeen Cases of Chronic 
“Infectious” Arthritis. Ann. Int. Med., 1939, iv, 
447. 

Resection of lumbar sympathetic ganglia and 
trunks for the relief of so-called chronic infectious 
arthritis (rheumatoid arthritis, arthritis deformans) 
of the lower extremities was first done at the Mayo 
Clinic in June, 1926. The degree of relief experienced 
in the lower extremities, particularly in the feet, 
caused the first patient to request earnestly a some- 
what similar procedure to relieve the pain and 
disability in the upper extremities. Hence, in No- 
vember, 1928, resection of the cervicothoracic sym- 
pathetic ganglia and trunks was done in an attempt 
to relieve the pain and disability of the arthritis 
of the upper extremities. The relief of disability 
of the joints during the first months after the opera- 
tion was so satisfactory that it was decided to 
determine further the limitations and value of re- 
section of sympathetic ganglia and trunks in arthritis 
of the type generally believed to be of the chronic, 
non-specific, infectious form. To date, eighteen 
bilateral operations of the type mentioned have been 
performed on seventeen patients. 

In selecting patients with chronic infectious ar- 
thritis for resection of cervical sympathetic ganglia 
and trunks, the following six requisites have been 
adopted up to the present time: 


INTERNATIONAL ABSTRACT OF SURGERY 


1. The arthritis should be chiefly periarticular 
in type, with few, if any, bony alterations (destruc- 
tion or hypertrophy) except atrophy, and with little, 
if any, deformity except that resulting from peri- 
articular changes. 

2. The patients should present neurocirculatory 
changes evidenced objectively by cold, clammy, 
sweating hands or feet, and subjectively by a fecling 
of coldness, numbness, and tingling. 

3. The circulatory deficiencies must be capable 
of correction, indeed of overcorrection, under the 
influence of release from control of the sympathetic 
apparatus. The possibility of such correction can be 
demonstrated by the ‘‘vasomotor index” (Brown): 
a definite increase of the cutaneous temperature of 
the extremities perhaps from three to five times 
greater than the increase of the temperature of the 
mouth after typhoid vaccine (50,000,000 bacteria) 
has been given intravenously. 

4. The patient should be, preferably, less than 
thirty-five years and not more than forty or forty- 
five years of age. 

5. The arthritis should have been progressive, 
and the main disability should be confined to the 
extremities, particularly the hands and feet. 

6. A reasonable period, probably a minimum of 
six months, of intensive, systematic treatment by 
the more established, less radical procedures should 
have been allowed. 

The seventeen cases on which operation was per- 
formed serve to indicate the value and limitations 
of resection of sympathetic ganglia and trunks in 
the treatment of chronic infecticus arthritis. 

They demonstrate that the procedure is applicable 
to both the upper and the lower extremities, and 
that the best results are obtained in the periarticular 
type of arthritis associated with neurocirculatory 
alterations. In such cases, relief from vasomotor 
alterations such as coldness and sweating is ex- 
tremely gratifying. Indeed, if the operation is per- 
formed in an anatomically correct manner, sweating 
should be completely absent subsequent to the 
operation. 

The cases demonstrate that definite restorative 
influences are supplied to combat the trophic changes 
and atrophy of muscles so in some cases function 
is restored to a considerable degree. 

The experience of the authors indicates that the 
effect of resection of sympathetic ganglia and trunks 
lasts for a period of at least six months, and that it 
has lasted more than three and a half years. It 
promises to be of permanent value. The best results 
are obtained in the hands and feet; the results in the 
knees and elbows are less marked and slower in 
developing. The effect of the procedure in the hips 
and shoulders seems considerably retarded. ‘| he 
operation for arthritis of the hips and shoulders 
alone seems as yet not justifiable. 

The presence of bony changes, revealed by the 
roentgen rays, particularly in the knees and hips, 
suggests a less hopeful, indeed in some instances 4 
hopeless, outlook. However, even when ankylosis 
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js completely or partially established, pain while 
the subject is at rest may cease, and pain on active 
motion may be alleviated wholly or in part. 

Failure of the operation has been most apparent 
in joints, particularly in painful hips which still 
were movable but in which there were marked 
caseous Changes. 

For the present at least, the authors advocate 
the operation for the type of arthritis described, 
namely, periarticular arthritis with evidences of 
neurocirculatory phenomena which reacts to the 
administration of typhoid vaccine with a high 
vascular index. In some cases of this type the 
results as far as the hands and feet are concerned 
seem gratifying. 


MISCELLANEOUS 


Teissier, P., and Chavany, J. A.: The Treatment of 
Cerebrospinal Meningitis (Considerations sur le 
traitement actuel de la méningite cérébrospinale). 
Presse méd., Par., 1930, XXXviii, 1321. 


Failure of treatment of cerebrospinal meningitis is 
frequent. The usual treatment is the injection of 


polyvalent or monovalent anti-meningococcus serum 
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by lumbar puncture as often as indicated by clinical 
examination and study of the spinal fluid. 

Among the factors which are believed to con- 
tribute to failure are youth of the patient (newborn 
infants are most susceptible to meningeal infection), 
virulence of the organism (the B variety is resistant 
to serotherapy), secondary infection of the spinal 
fluid by streptococci or pneumococci, the formation 
of adhesions, and recurrence induced by meningo- 
cocci which have found lodgement in the rhino- 
pharynx, internal ear, or near the meninges. 

The authors report their experience in ten cases of 
cerebrospinal meningitis in which complete recovery 
resulted, and describe their technique for lumbar, 
suboccipital, and ventricular puncture. In four of 
the cases reported the treatment consisted solely of 
serotherapy; in two, of serotherapy combined with 
protein therapy; in one, of spinal and intravenous 
injections of gonacrine; and in three, of a combina- 
tion of all of these methods. 

The authors emphasize the necessity for repeated 
puncture of the spinal canal at various levels and 
the substitution of another method of treatment for 
the method used first if the latter does not give 
satisfactory results. Jacos E. Kiery, M.D. 
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CHEST WALL AND BREAST 


Orbach, E.: Bleeding Nipple (Blutende Mamille). 
Zentralbl. f. Chir., 1930, p. 2060. 


The bleeding nipple differs clinically from the 
bleeding breast in that, in the former, the hemor- 
rhage has its origin, not in the mammary gland tis- 
sue, but in the nipple itself. The author reports the 
case of a sixteen-year-old girl who found traces of 
blood on her clothing for a period of four weeks and 
in the ten days just before her entrance to the hos- 
pital had three more severe bleedings. The last 
hemorrhage occurred fourteen hours before her ad- 
mittance to the hospital. 

The left nipple was extirpated and the wound 
sutured. Healing took place by first intention. 

Histological examination disclosed an ulcer with 
hemorrhagic-diphtheritic inflammation. The de- 
generative change was limited to the nipple and was 
caused by nutritional disturbances. No sign of 
tumor (fibroma or angioma) could be found. There 
was no bloody secretion of the nipple, the hemor- 
rhage being caused by the erosion resulting in the 
trophic ulcer. E. Grass (Z). 


Mintz, W.: Are We Justified in Advising Amputa- 
tion in Cases of Bleeding Breast? (Sind wir 
berechtigt bei blutender Mamma eine Entfernung 
der Druese vorzuschlagen?). Zentralbl. f. Chir., 1930, 
p. 1220. 

The author states that as early as 1911 he recom- 
mended radical operation for cases of bleeding 
breast, especially in the cases of women of climac- 
teric age. From the large material which he has seen 
in the subsequent eighteen years he concludes that 
all bleeding breasts are organically diseased and that 
malignant degeneration may supervene in such 
breasts at any time. A palpable tumor need not 
necessarily be present; carcinoma may be found on 
microscopic examination of bleeding breasts which 
show no macroscopic changes. In the case of a wom- 
an twenty-eight years old who was treated by the 
author partial excision was followed by vertebral 
metastasis a year later although the microscopic find- 
ings in the specimen did not reveal malignancy. 

Every case should be studied carefully to deter- 
mine whether amputation should be done or not. In 
the cases of women in the fifth decade of life, the 
author has always amputated None of the exam- 
ined specimens of bleeding breast were found normal. 

In the cases of women between twenty and thirty 
years of age and those with bilateral involvement 
the question of mutilation makes the decision diffi- 
cult. However, constant re-examinations are bur- 
densome to the patient and may lead to depression. 

A. ROSENBURG (Z). 


Cheatle, Sir L.: The Primary Tumor in Breast 
Carcinoma. Canadian M. Ass. J., 1930, xxiii, 621, 
It is common to describe the carcinoma that can 
be felt in the breast as the primary growth and all 
epithelial cells that have reached lymphatic glands 
and tissue elsewhere as secondary deposits. [low- 
ever, the primary tumor occurs in the ducts and 
acini and the cells in the connective tissue of the 
breast are in secondary deposits which often make it 
impossible to detect the site of the primary growth. 
The grading of carcinomata should be based on 
the structure, nature, and characteristics of the 
primary tumor. Grading is impossible when the 
disease is at all advanced because the primary site 
becomes lost in the growth of the lesion and when 
once the cells have invaded they lose their shape. 
WititiaM E. SHACKLETON, M.1) 


TRACHEA, LUNGS, AND PLEURA 


Brunn, H., and Brill, S.: Observations on Post- 
operative Pulmonary Atelectasis. Ann. s 
1930, xcll, 801. 

The most important single cause of postoperative 
pulmonary atelectasis is bronchial obstruction. 
Chief among other causes are paralysis of the 
diaphragm and inability of the respiratory muscles 
to function properly. 

The treatment is both prophylactic and active. 
Prophylactic treatment includes intrabronchial 
drainage by posture, carbon dioxide inhalations, 
and bronchoscopic aspiration. Active treatment 
consists in the removal of bronchial pus. ‘This is 
best done through the bronchoscope. The prognosis 
is good except in cases with complications. 

The authors do not believe that all postoperative 
pulmonary complications except the embolic types 
are of the same nature. They report a case in which 
the clinical, roentgen-ray, and bronchoscopic tind- 
ings showed the condition to resemble lobar pneu- 
monia. Pau W. GREELEY, M.1) 


Amberson, J. B., Jr.: The Indications for, and the 
Results of, Artificial Pneumothorax in Pul- 
monary Tuberculosis. Ann. Int. Med., 1930, 


343. 

Alexander, J.: Phrenicectomy and Intercostal 
Neurectomy for Pulmonary Tuberculosis. | 
Int. Med., 1930, iv, 348. 

Brown, P. K.: Thoracoplasty in the Treatment of 
Pulmonary Tuberculosis. Ann. Int. Med., 1 
iv, 361. 

Webb, G. B.: General Considerations of the Role 
of Surgery in Pulmonary Tuberculosis. -: 
Int. Med., 1930, iv, 372. 


AMBERSON reviews 156 cases in which pulmonary 
tuberculosis was treated by artificial pneumothorax 
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and re-expansion of the lung had occurred an aver- 
age of five years before the follow-up study. In 89 
cases healing was good and the cavities were per- 
manently closed. Seventy-eight (87 per cent) of 
the patients with good healing were still living and 
<6 were able to work and lead normal lives. In 76 
cases healing was incomplete and the cavities were 
not entirely closed on re-expansion. Only 35 (41 
per cent) of the patients with incomplete healing 
were still living, and only 36 (4 of whom had later 
surgical treatment) were able to live normally. 

These findings bear out the general belief that 
when pneumothorax collapses the lung adequately 
and is continued long enough it restores a majority 
of the patients who otherwise would be destined for 
an early death or, at best, permanent disability. The 
necessary duration of the artificial pneumothorax 
has been a diflicult problem. The total duration of 
the treatment is not so important as the duration of 
the treatment after the cavity has become closed 
and the sputum negative. Depending upon a num- 
ber of variables, Amberson’s patients did well after 
re-expansion if the lung had been satisfactorily col- 
lapsed and the cavities kept closed for from one and 
a half to two years. As it often took months to 
close the cavities, the average total length of the 
treatment in cases with successful results varied 
from two to three years. 

ALEXANDER states that an increasing number of 
surgeons prefer diaphragmatic paralysis to pneumo- 
thorax especially for unilateral lesions in which the 
cavities are such that phrenicectomy can be ex- 
pected to close them. He believes there are fewer 
complications after phrenicectomy expertly per- 
formed than after pneumothorax. Another ad- 
vantage of phrenicectomy is that a single procedure 
replaces the numerous injections required for pneu- 
mothorax. Phrenicectomy does not prevent a later 
pneumothorax. Temporary diaphragmatic paralysis 
can be obtained by crushing the phrenic nerve in- 
stead of evulsing it. Alexander does not think that 
bilateral phrenicectomy has yet been proved safe. 
He therefore performs phrenicectomy only on the 
side which, on account of adhesions, is unable to 
accept pneumothorax. Bilateral cases may be treat- 
ed by temporary interruption of the phrenic nerve 
first on one side and then on the other. Temporary 
interruption of the phrenic nerve is of value also in 
cases of hemoptysis. Diaphragmatic paralysis does 
not activate tuberculous lesions in the contralateral 
lung. Alexander prefers resection of 2 or 3 cm. of 
the main phrenic nerve and of the accessory phrenic 
nerves to exeresis. 

Lateral roentgenograms reveal the height of the 
paralyzed diaphragm better than the usual antero- 
posterior views. 

From his experience in 6 clinical cases and his 
experimental work on dogs, Alexander concludes 
that intercostal neurectomy may prove of more 
value than extrapleural thoracoplasty. 

BROWN states that while large cavities may close 
entirely as the result of postural rest, pneumothorax, 
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phrenicectomy, or intrapleural pneumolysis (Jaco- 
beus), thoracoplasty should not be postponed too 
long in cases in which they fail to close under such 
treatment and in which there are constantly recur- 
ring hemorrhages. The deformity from complete 
unilateral thoracoplasty is neither an esthetic nor 
an economic handicap. Alexander says that it 
should not be considered in a discussion of the rela- 
tive merits of thoracoplasty and multiple intercostal 
neurectomy for when thoracoplasty is performed 
properly it is very slight. 

WEBB states that for sixteen vears he has advo- 
cated postural rest for unilateral lesions and the ap- 
plication of shot bags for bilateral lesions and he 
still believes this treatment shculd be tried first for 
from six months to a year. 

His second choice of treatment is artificial pneu- 
mothorax, but the results of this procedure are 
satisfactory in only a third of the cases. The pneumo- 
thorax must be maintained for at least three years. 
Thoracoplasty should be restricted to carefully se- 
lected cases. Webb emphasizes the importance of 
prolonged postoperative medical care. In his ex- 
perience, surgery does not markedly shorten the 
period of time that careful medical care is required. 
Whatever the operative procedure employed, med- 
ical supervision must be continued for from three to 
five years. It must be borne in mind that tubercu- 
losis tends to recur, and, regardless of the method 
adopted to place the diseased lung at rest, per- 
manent cure cannot be greatly accelerated, several 
years being necessary to build up resistance. 

Rap B. Berrman, M.D. 


Bonafe, L., and Mollard, H.: The Digestive Dis- 
turbances Associated with Pneumothorax (Les 
troubles digestifs au cours du pneumothorax artili- 
ciel). Presse méd., Par., 1930, xxxviii, 1277. 


Of 100 patients treated by artificial pneumo- 
thorax, 35 lost weight during the three months fol- 
lowing the insufflation without the development of 
new pulmonary or pleural lesions to account for the 


loss. Of these 35 patients, 5 developed enteritis, 9 
suffered from mild gastric or intestinal disturbances, 
and the others showed simply a transient state of 
malnutrition. 

In the syndrome presented by the first group, a 
syndrome described by Dumarest and Brette, the 
appetite is good, but after a small amount of food 
is eaten there is a sensation of fullness; the stomach 
seems quickly filled. This is the most common and 
the least serious symptom. To the sensation of full- 
ness may be added abdominal distention which is 
most marked in the epigastrium. Gurgling is often 
noted, and there may be pain of varying degree of 
severity in the left hypochondrium. These discomforts 
are aggravated by the recumbent position, and after 
eating the patients are more comfortable when they 
walk about. At another stage, vomiting may occur 
after eating, either immediately or after some delay. 

The cause of these phenomena may be a retlex 
dependent upon the common innervation of the 
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stomach and lungs or the purely mechanical effect 
of lowering of the diaphragm. 

The static changes in the thoracic and abdominal 
organs account for the symptoms very well in some 
cases, but by no means in all. Some patients suf- 
fer gastric distress even when the position of the 
diaphragm is unaltered. In others, marked changes 
in the position of the organs which are evident on 
roentgen examination cause no disturbances. 

Some of the cases observed suggest that the 
pneumothorax often provokes zrophagy. An ex- 
cessive quantity of air has been demonstrated in 
the stomach. The lowering of the diaphragm on the 
left side exerts pressure on the distended stomach, 
and there appears to be a reflex spasm of the sphinc- 
ters which interferes with evacuation of the stom- 
ach. When the pneumothorax has been established 
on the right side, the stomach is compressed by the 
liver which swings to the left. 

Erophagy will not explain all of the cases, but the 
authors believe it is responsible for the gastric dis- 
turbances in the majority. In the treatment, bis- 
muth and bromides have a very favorable effect. 
It is believed to be advisable to reduce the amount 
of air in the pleural cavity slightly by making the 
injections less frequently than is customary. 

Certain patients present intestinal disturbances 
which parallel the pulmonary disease. These often 
cease with the establishment of a pneumothorax, but 
in 2 per cent of cases they develop in the course of 
the first insufflations. They may consist simply of 
diarrhoea lasting for two or three weeks. The prog- 
nosis is good. In other patients a torpid intestinal 
tuberculosis becomes activated when pneumothorax 
is established. 

Biliary complications are quite rare. Their cause 
is a mechanical disturbance of already existing peri- 
vesicular adhesions by the lowering of the dia- 
phragm. The pain in the biliary tract and the vomit- 
ing may recur with each insufflation. 

Most difficult to explain is the simple loss of 
weight without local signs of disease which occurs 
even when the effects of the pneumothorax on the 
temperature, pulse, and cough have been excellent. 
There appears to be a general metabolic disturbance. 
The patient suffers from marked anorexia in the 
absence of organic causes. As a rule this does not 
persist longer than six months; in many cases it 
lasts only three weeks. The explanation of this phe- 
nomenon is found in a disturbance of the physio- 
logical function of the lung in disposing of fats and 
detoxicating the organism, a function demonstrated 
by Rogers. Until this function becomes re-adjusted, 
the appetite is poor, particularly for fatty foods. 

ALBERT F, DE Groat, M.D. 


Jackson, C.: Suppurative Diseases of the Lung: 
Report on a Series of Bronchoscopic Observa- 
tions. Proc. Roy. Soc. Med., Lond., 1930, xxiv, 1. 


In many cases of suppurative diseases of the lung 
large pools of pus are formed because spontaneous 
drainage is prevented by abolishment of the cough 
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reflex resulting from the unwise or excessive ad- 
ministration of morphine, codeine, or some other 
drug. Bronchoscopic examination not only reveals 
such abscesses, but furnishes the means by which 
they may be drained. 

Obstructions interfere with drainage and promote 
atelectasis and emphysema. Bronchoscopic dilata- 
tion of stenoses will allow drainage of a distal 
abscess and relieve the collapsed lung. All foreign 
bodies should be removed. 

Benign growths are frequently the cause of sup- 
puration. Malignant growths cause suppuration 
from obstruction and the ulceration and breaking 
down of tissue. 

Local anesthesia often gives rise to pulmonary 
suppuration by abolishing the cough reflex. General 
anesthesia may produce atelectasis by causing the 
collection of mucus plugs in the bronchi. Such plugs 
are readily removed with the bronchoscope. 

Postoperative bronchopneumonia is often ben- 
efited by the removal of an obstruction. 

In tuberculosis, bronchoscopy is of value for: 
(1) the removal of specimens for diagnosis, (2) the 
diagnosis of tuberculosis of the bronchial wall, 
(3) the dilatation of stenoses for the improvement 
of drainage, and (4) the removal of obstructive 
pathological materials and tissues. 

Syphilis of the lung may be diagnosed by bron- 
choscopy when the usual methods have failed. 

The presence of Vincent’s infection has often 
been demonstrated by the discovery of an abscess 
behind a bronchial stricture when repeated mouth 
examinations were negative. Dilatation of the 
stricture and proper medication resulted in a cure. 

Pulmonary actinomycosis and blastomycosis have 
been diagnosed and treated by bronchoscopy when 
oral procedures were of no value. 

Compression adenopathy and anthracosis are 
other conditions in which the bronchoscope is of 
diagnostic aid. 

In asthma, bronchoscopic aspiration of the thick, 
tenacious secretion will give complete relief for an 
indefinite time. Vaccines made from this material 
are more efficacious than vaccines made from the 
mouth. Bronchoscopic examination often reveals 
that “‘wheezing” is due to obstruction rather than 
to asthma. 

Bronchoscopy is a supplement to X-ray examiia- 
tion but not a substitute for it. By means of in- 
jections through the bronchoscope, more accurite 
pneumograms may be obtained. 

Statistics show that before the use of the bron- 
choscope the mortality of pulmonary suppuration 
due to foreign bodies was 75 per cent, whereas 
today it is between 2 and 3 per cent. 

Pau W. GREELEY, M.1) 


Flick, J. B.: Bronchial Neoplasms: Surgical As- 
pects. Arch. Otolaryngol., 1930, xii, 603. 


The author divides bronchial neoplasms into to 
groups—those arising so close to a main bronchus 
that they are inoperable, and those arising from the 
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small bronchial subdivisions and apparently within a 
lobe of the lung which, if diagnosed early, are suit- 
able for surgical intervention. 

Malignant neoplasms that arise from the main 
bronchi near the hilus of the lung not infrequently 
cause pulmonary abscess by obstructing the bron- 
chus. In cases of tumor of this type surgical inter- 
yention is only palliative, but is justified because 
external drainage of the abscess relieves the symp- 
toms and there may be some advantage in applying 
roentgen rays directly to the area exposed by the 
operation. In cases in which the neoplasm is in a 
favorable location and is recognized before it be- 
comes too extensive or metastasis has taken place, 
removal of the portion of the lung containing the 
growth promises much. Because of the absence of 
infection, lobectomy under such circumstances should 
have a lower mortality than lobectomy performed in 
bronchiectasis. In some cases, excision with the 
endothermy knife or even destruction of the involved 
area with soldering irons might be effective. 

Unfortunately, in the majority of cases suitable for 
radical surgical intervention the growth cannot be 
seen through the bronchoscope and is situated in an 
area of lung which, until too late, is silent so far as 
marked symptoms are concerned. When a bronchial 
neoplasm is suspected, repeated roentgenograms of 
the lungs taken over a reasonable period of time 
show a suggestive shadow, the bronchoscopist can- 
not see a growth in the bronchi, and other conditions 
can be ruled out, surgical exploration of the chest is 
indicated. The determination of the nature and 
extent of a pulmonary lesion is greatly aided by 
bronchoscopic examination, roentgen examination, 


and diagnostic pneumothorax. Future improvement 
of the results of treatment of bronchial neoplasms 
will depend upon early diagnosis. 

Emit C. RositsHEek, M.D. 


(SOPHAGUS AND MEDIASTINUM 


Donaldson, S. W.: Hyperplasia of the Thymus. 
Am. J. Roentgenol., 1930, xxiv, 523. 

The author states that enlargement of the thymus 
appears to occur in family groups and the majority 
of the children of such families exhibit the condition. 
All children belonging to a family with a history of 
thymus enlargement in some of the children should 
be subjected to roentgen examination. 

Certain types of thymic enlargement do not de- 
crease in size after irradiation even though the 
symptoms subside. 

The mother’s age has apparently no bearing on 
the size of the thymus in the child, and there is no 
evidence to show that multiparity has any relation 
to thymic hyperplasia. It seems evident also that 
obesity of the parents has no relation to enlarge- 
ment of the thymus in the children. 

While larger babies appear to be more apt to 
develop enlargement of the thymus than smaller 
babies, the evidence is not sufficient to warrant 
limitation of investigation to the larger babies. 
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In the cases studied by the author the shadow cf 
an enlarged thymus was found slightly more fre- 
quently in females than in males. 

Enlargement of the thymus is not necessarily 
associated with symptoms. An early diagnosis is of 
vital importance. The diagnosis and treatment of 
enlargement of the thymus are problems for the 
radiologist. Joun J. Matoney, M.D. 


MISCELLANEOUS 


Goad, L. P.: Actinomyccosis of the Thorax. Arch. 
Surg., 1930, xxi, 786. 

The symptoms of actinomycosis of the thorax may 
simulate those of bronchitis, bronchopneumonia, 
pulmonary abscess, or pulmonary tuberculosis. The 
more common symptoms are fever, cough, sputum, 
pain, weakness, loss of weight, dyspnoea, anemia, 
and external abscesses. 

The diagnosis of actinomycosis is made by dem- 
onstrating: (1) the sulphur granule in the sputum, 
in empyema fluid, or in the pus from an abscess, or 
(2) the actinomycotic lesion in a histological speci- 
men. 

Treatment should include measures to improve 
the general health, the administration of potassium 
iodide to tolerance, the drainage of abscesses and 
empyema pockets, and proper use of the roentgen 
ray and radium. 

The disease is fatal in from 60 to 70 per cent of the 
cases. 


Harrington, S. W.: Intrathoracic New Growths: 
The Resu'ts of Surgical Treatment in Twenty- 
Four Cases. Surg., Gynec. & Obst., 1930, li, 647. 

The seeming increase in the incidence of intra- 
thoracic tumors is due undoubtedly to the marked 
advance that has been made in the methods of 
thoracic diagnosis and not to an increase in the oc- 
currence of these new growths. ‘The greatest ad- 
vance in early diagnosis has been made since the 
use of the roentgen ray. Recognition of these tumors 
before the patient is iz extremis has led to the ap- 
plication of various types of treatment for the 
relief of the symptoms. In conservative treatment 
the agents most commonly used are the roentgen 
ray and radium. In cases of certain malignant 
growths, such as sarcoma, malignant lymphoma, 
and endothelioma, such treatment results in im- 
provement or delay in the progress of the disease, 
but in adenocarcinoma it has little if any effect. 
The lack of response of many benign as well as 
many malignant tumors to conservative treatment 
and the possibility of malignant degeneration of 
benign tumors have stimulated surgical intervention 
for complete removal of the growths. 

In 1929, Harrington reported seventeen cases of 
intrathoracic tumor in which the growth had been 
removed by a transpleural operation in the previous 
four years. In this article he gives complete reports 
of seven cases in which operation was performed by 
him in the last year. In five of these cases the 





226 


tumors were primary in the thorax and mediastinum; 
in two, they were metastatic carcinomata and of 
unusual interest from the diagnostic standpoint 
because, before operation, they could not be dis- 
tinguished from primary thoracic tumors. Harring- 
ton briefly summarizes the symptoms, methods of 
diagnosis, surgical treatment, and results to date 
in the entire series of twenty-four cases. 

The symptoms and signs of thoracic growth 
depend upon the size and situation of the tumor in 
the thorax. Pain is the most common symptom 
and is usually the chief complaint for which the 
patient seeks relief. Horner’s syndrome was present 
in three of Harrington’s cases in which a malignant 
tumor was found at the apex of the thoracic cavity. 
The symptoms in malignant conditions often 
simulate pleurisy. Dyspnoea is more marked in 
cases of anterior mediastinal tumor than in cases 
of tumor of the posterior or lateral portions of the 
thorax. Cough is more marked in cases of tumor 
of the anterior mediastinum and cases of malignant 
tumor involving the lung. Vascular changes are 
not common; they are usually seen only in lesions 
of the upper part of the thorax and the anterior 
mediastinum. 
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The general examination is of the greatest im. 
portance in determining the condition of the patient 
and is always the deciding factor in determining the 
type of treatment to be instituted. Roentgen ex- 
amination is the most important single method of 
diagnosing the presence of an intrathoracic tumor 
and of distinguishing between a malignant and a 
benign lesion. Fluoroscopic examination is of great 
value in determining the site of the tumor and its 
relation to the norma! structures within the thorax, 
Bronchoscopic examination is of great aid in the 
differential diagnosis, particularly in ruling out 
primary intrabronchial disease and malignancy. In- 
jection of the bronchial tree with iodized poppyseed 
oil may be of aid in distinguishing between intra- 
pulmonary and extrapulmonary lesions. In selected 
cases, thoracoscopic examination may be of aid in 
determining the type and position of the tumor, 
but in most instances Harrington prefers to do an 
exploratory thoracotomy. 

The surgical indications depend on the observa- 
tions in the particular case, and there is no other 
condition in which the result depends so much on 
the strictest attention to detail in each step of the 
treatment. Postoperative care is very important. 
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ABDOMINAL WALL AND PERITONEUM 


Gibson, C. I., and Felter, R. K.: End-Results of 
Inguinal Hernia Operations. Ann. Surg., 1930, 
xcil, 744. 

Operations for inguinal hernia are generally satis- 
factory as regards cure, safety, and relative freedom 
from complications. The mortality would be negli- 
gible but for the occurrence of pulmonary embolism, 
astill unsolved problem. 

Practically all young and healthy persons with 
hernia should be operated upon. However, in the 
cases of very young children operation can usually 
be delayed as the danger of accidents is slight. In 
the cases of persons past fifty years of age—those in 
which the mortality and the incidence of failure to 
cure are highest—operation should usually be done 
only when there is a definite indication for it such 
as marked discomfort, disability, or strangulation. 

The chief single cause of failure of operation is the 
sac. If the sac is easily identified and radically dealt 
with, as in indirect hernia, the results are good. In 
cases of direct hernia the sac is apt to be overlooked 
or improperly handled, special forms of closure such 
as transplantation of the rectus are necessary, and 
the patient is confined to bed for a longer time. 

The incidence of recurrence is highest in cases of 
bilateral hernia operated upon in 1 stage. The 
authors operate upon difficult and extensive bilateral 
herniw, especially those of the direct type, in 2 stages. 

When an insufficient operation has been done the 
failure becomes evident promptly, 72.9 per cent of 
recurrences developing within nine months. 

Of 1,878 cases of hernia reviewed by the authors, 
the Gallie operation was done in only 2. The au- 
thors doubt whether this operation is an improve- 
ment over the methods in current use. 

SAMUEL Kaun, M.D. 


Juvara, E.: Transverse Incision of the Abdominal 
Wall, the Sprengel Incision, for Operations in 
the Hypochondrium (L’incision transversale de 
la paroi abdominale, l’incision de Sprengel, pour les 
opérations dans les hypochondres). Bull. et mém. 
Soc. nat de chir., 1930, lvi, 1019. 


The procedures for cutting flaps in operations in 


the hypochondrium are numerous. They include 
the two Kehr incisions and the Hartmann, Beven, 
Mayo-Robson, Rio Branco, Gray, Czerny, and 
Desjardins incisions. The author describes each of 
these incisions briefly. The simple incisions are the 
median longitudinal and the lateral longitudinal 
incisions, the oblique incision of Kocher, the 
Koerte incision, and the Kausch incision. 

The low transverse incision of Sprengel is indis- 
putably the most advantageous for all operations 


in the hypochondrium. The upper portion of the 
abdominal wall is a more or less acute angle framed 
by the costal margins. The high Sprengel incision is 
made in the area of this angle, and the low Sprengel 
incision at the lower level of the triangle tangent to 
the angle of the costal margin or even lower. The 
high Sprengel incision has no advantage, being too 
short and limited by the cartilaginous frame. In 
order that the low Sprengel incision may offer all of 
its advantages—light, room, reduction of the depth 
of the operative field, and easy reconstruction of the 
abdominal wall—the operation must be performed 
on a modern table which permits rapid maneuvering 
of inclined planes in both directions. 

The author describes the low Sprengel incision 
and its suturing in detail. The incision is made 
easily and rapidly and is opened up by placing 
the patient in extension by changing the planes of 
the table. It especially facilitates treatment of the 
pedicle of the spleen. The reconstruction of the 
abdominal wall is done conveniently by putting the 
patient in flexion. The extra minutes needed for 
the reconstruction of the abdominal wall are com- 
pensated for by the time gained in the operation. 
There is no comparison between the easy and exact 
reconstruction after the low Sprengel incision and the 
laborious and less exact reconstruction after the 
various flap incisions. When drainage is necessary, 
the drain may be placed with more ease in the trans- 
verse incision than in the median incision. In the 
transverse incision its course is directed obliquely 
outward following the bed of the gall bladder. 
The cutaneous scar, which is not unsightly, is well 
hidden in the folds of the skin. The cicatrix of the 
fibromuscular layers is always very solid. The 
author has never seen eventration even in cases with 
drainage or those in which weakness of the wall was 
caused by the resection of nerves. When the diag- 
nosis is doubtful and when there is more than one 
lesion, the transverse incision, open at the hepato- 
gastric quadrant, is a direct and broad route which 
may be extended to bring into view the liver, biliary 
ducts, duodenum, pylorus, stomach, pancreas, 
spleen, and appendix. PACE. 


Alvarez, W. C.: Mesenteric Lymphadenitis in 
Adults a Cause of Pseudo-Appendicitis, Indi- 
gestion, Diarrhoea, and Arthritis. Med. Clin. 
North Am., 1930, xiv, 605. 

Every physician sees from day to day patients 
with abdominal pain and symptoms of indigestion 
so severe that he has little doubt of the presence of 
definite organic disease. The symptoms may sug- 
gest cholecystitis, peptic ulcer, or appendicitis, but 
often the syndrome is atypical, roentgenograms fail 
to show disease, and a satisfying diagnosis cannot be 
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made. Sometimes in the cases of children almost 
every symptom and sign points to the presence of 
acute appendicitis, yet when the abdomen is opened 
the surgeon finds no evidence of disease. 

There are reasons for believing that the intes- 
tinal mucosa is more permeable in childhood than 
in adult life. For many years mesenteric lymph- 
adenitis has been well known to pediatricians, who 
generally speak of it as “tabes mesenterica” or 
“tabes mesaraica.”” A number of recent articles 
dealing with the syndrome as it appears in adults 
have led Alvarez to report eight cases coming under 
his own observation. 

That mesenteric lymphadenitis can result fatally 
was shown by the case of a woman seen by Alvarez 
years ago. In this case the main symptom was un- 
controllable diarrhoea. At autopsy, the only abnor- 
mality found was remarkable hypertrophy of all the 
lymph nodes of the mesentery. 

The suggestion has been made that the disease 
might be a mild form of Hodgkin’s disease. Alvarez 
thinks that it is not. He believes its most common 
cause is juvenile tuberculosis. It has been sug- 
gested also that in some cases the infecting organism 
might be brucella abortus. Alvarez thinks that 
many of the strange disorders of digestion can be 
explained best on the basis of such a low-grade 
infection, and that one of the greatest needs of 
medicine is a means of raising the resistance of the 
body to such infections. He believes that better 
results would be achieved if the patients were 
treated exactly as if the infection was tuberculous. 
Unfortunately, this can rarely be done, because per- 
haps prolonged rest, overfeeding and heliotherapy 
may not effect a cure. In a number of the cases 
described by Alvarez, the patient recovered only 
after long-continued treatment of the type used in 
sanatoria for tuberculosis. 


GASTRO-INTESTINAL TRACT 


Semb, C.: Acute Free Perforation of Gastric and 
Duodenal Ulcers. Acta chirurg. Scand., 1930, lxvi, 
315. 

The author’s material consists of 166 cases of per- 
forating gastric and duodenal ulcer operated upon 
in the surgical departments of the Ulleval Hospital, 
Oslo, in the period between 1912 and 1929. 

Investigations regarding the frequency and local- 
ization of the ulcers and their distribution with 
respect to age and sex show that of late years there 
has been a considerable increase, both absolute and 
relative, in the number of juxtapyloric ulcers in 
young men. 

The perforating ulcers—especially the juxta- 
pyloric—differ in many ways (apart from the per- 
foration itself) from ordinary chronic ulcers and to 
a certain extent must be regarded as a special form. 

In cases of perforating ulcer a marked increase in 
pancreatic diastase in the urine was sometimes found. 

The treatment adopted in by far the greater 
number of cases was suture with gastro-enterostomy 
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and flushing out of the abdomen through a criss- 
cross incision in the right iliac fossa. Especially in 
cases of juxtapyloric ulcers, this treatment yielded 
excellent results. 

Primary gastro-enterostomy is well tolerated. It 
does not seem to be associated with any great danger 
of spreading the infection, and it affords excellent 
drainage of the stomach. 

Follow-up records show that gastro-enterostomy 
yields a larger percentage of cures in cases of per- 
forating ulcer than in cases of chronic ulcer. 


Miller, T. G., Eliason, E. L., and Wright, V. W. M.: 
Carcinomatous Degeneration of a Polyp of the 
Stomach: a Report of Eight Personal Cases, 
with a Review of Twenty-Four Recorded by 
Others. Arch. Int. Med., 1930, xlvi, 841. : 


In a series of 200 operations for cancer of the 
stomach, the authors encountered 8 cases of carci- 
nomatous gastric polyp. In 4 cases the polyps were 
multiple. Previous studies of gastric polyps made 
by the authors indicated that the incidence of car- 
cinomatous change in these neoplasms is 35 per cent. 

A finding common to all of the 8 cases of carci- 
nomatous polyp was achlorhydria. The signs and 
symptoms included epigastric discomfort or pain, 
loss of weight, anorexia, vomiting with sometimes 
the appearance of blood in the vomitus, nausea, 
pallor, the passage of blood by bowel, dizziness, and 
diarrhoea. A diagnosis of polyp was made by the 
roentgenologists in 2 cases and was given as an alter- 
nate diagnosis with gastric carcinoma in 3 cases. 
Three of the patients remained well a year, a year 
and a half, and five years, respectively, after op- 
eration. 

The authors conclude that carcinoma of the 
stomach may arise on the basis of a benign polyp. 
When this occurs the symptoms are those of any 
malignant gastric lesion with the addition of inter- 
mittent pyloric obstruction and hemorrhage. 

C. D. HAAGENSEN, M.D. 


Boas, I.: The Dietetic Treatment of Patients with 
Inoperable Cancer of the Stomach (Ueber die 
diaetische Behandlung inoperabler Magenkrebs- 
kranker). Therap. d. Gegenw., 1930, |xxi, 193. 

Seventy per cent of all patients with gastric carci- 

noma are inoperable at the time they are referred for 
surgical treatment. Therefore it is necessary to regu- 
late their diet not so much for the prolongation of 
life as for the control of pain and other symptoms. 
With proper diet the symptoms may be materially 
alleviated. As chronic chemical or physical irritants 
favor the growth of neoplasms, the ingestion of such 
irritants should be carefully avoided. Irritating 
drugs should be given rectally or parenterally. It is 
very probable that the avoidance of all mechanically 
or chemically irritating foodstuffs and other irritants 
such as alcohol and nicotine will combat the tend- 
ency toward ulceration. 

In contrast to Van Noorden and Salomon, who 
believe that the patient may eat whatever he desires 
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provided it produces no discomfort, the author advo- 
cates a diet of liquids and gruels as he believes this 
will best relieve the symptoms. 

Boas considers a liquid diet ideal for patients with 
cancer of the stomach. It need not be poor in calories 
nor monotonous. It should contain adequate vita- 
mins. The desire for solid food may be satisfied by 
the administration of all types of jellies—meat, fish, 
milk, almond milk, and fruit jellies and aspics. The 
diet of all patients with carcinoma should begin with 
this type of food. Soon the pressure distress, vomit- 
ing, and pain cease and the appetite improves. 
Later, gruels may be added, but meats should be 
excluded as they often cause aversion and nausea 
and thereby jeopardize the assimilation of other 
foodstuffs. Fish preparations may be permitted for 
variety. In some cases the chewing of meat may be 
allowed. To this standard diet many substances may 
be added. 

All sharp foods should be forbidden, such as bev- 
erages with a high alcoholic content (cognac, li- 
queurs, sherry, port wine, champagne), spicy sauces, 
mustard, horseradish, onion, garlic, paprika, and 
salt herring. On the other hand, lemon, apple, plum, 
pineapple, and melon juices, compotes, caudle, and 
milk with the addition of vanilla or Brunswick mum 
are to be recommended. Yogurt milk and other 
forms of sour milk, provided they are not efferves- 
cing (they are best when two or three days old) may 
also be allowed. 

Patients with carcinoma require very much less 
narcotic if given food containing no spices. A liquid 
and semi-liquid diet need not become monotonous as 
the number of possible variations is very great. 

_ Ericu Hemret (Z). 


Kaufmann, H.: Acute Intestinal Occlusion in the 
Course of Salpingitis (De l’occlusion intestinale 
aigue au cours des salpingites). Gynécologie, 1930, 
Xxix, 603. 

Kaufmann reports a case in which a perisalpingeal 
peritonitis agglutinated the intestine, creating an 
inflammatory block which threatened life. While 
the lesion was essentially inflammatory, its effect 
was mechanical. In such cases the adnexitis must 
be overlooked and the ileus treated by enterostomy 
or entero-anastomosis. 

Three types of intestinal occlusion may result 
from salpingitis: the paralytic ileus of pelviperitoni- 
tis, the chronic ileus of pericolic stenoses, and sub- 
acute occlusion, of which the author’s case was an 
example. 

Salpingitis may result in the formation of peri- 
toneal bands, inflammatory adhesions, and perivis- 
ceral sclerosis. The mechanism of the occlusion is 
less important than the infectious nature of the 
agent causing it. 

It is not always the most chronic salpingeal lesions 
that cause the most dramatic intestinal occlusions. 
In two instances cited the infection was practically 
silent and of short duration, whereas in others there 
were very old pelvic inflammations and sclerosis due 


to a process developing for years. Adnexal inflam- 
mations seem to play a réle also in the development 
of the ileus of pregnancy. 

Increased peristalsis is the sign of ileus which 
demands intervention. The problem of diagnosis is 
to eliminate pelviperitonitis and prove the presence 
of occlusion. The significance of distention of the 
abdomen, increased peristalsis, repeated vomiting, 
and absolute stoppage of gas must be properly inter- 
preted. Occlusive intoxication also causes general 
signs which are easily recognizable. In the case of a 
pregnant woman, apyretic and mild mechanical ileus 
must be distinguished from the formidable septic 
ileus of pregnancy in which operation is performed 
with great difficulty and the results are disappoint- 
ing. 

Surgery is indicated only when there is definite 
intestinal occlusion, and at operation only the 
occlusion should be treated. The more threatening 
the salpingitis the less should be attempted with 
regard to it. Even palpation should be avoided. In 
a serious case treated by Schwarz simple laparotomy 
was successful. Ablation of the adnexa and hys- 
terectomy are very difficult and dangerous. ‘The 
operative procedures performed for ileus are enter- 
ostomy, entero-anastomosis, and the formation of an 
iliac anus. 

Kaufmann has collected from the literature the 
reports of nine cases of intestinal occlusion due to 
salpingitis in which there were six deaths and three 
recoveries. 

In conclusion the author says that intoxication of 
the organism in intestinal occlusion should be com- 
bated by the intravenous injection of hypertonic salt 
solution. Pace. 


Burget, G. E., Martzloff, K., Suckow, G., and 
Thornton, C. B.: The Closed Intestinal Loop: 
I. The Relation of Intraloop (Jejunum) Pres- 
sure to the Clinical Condition of the Animal. 
Arch. Surg., 1930, xxi, 829. 

The authors report experiments on dogs in which 
they used the closed intestinal loop method of 
Whipple to determine the relation of hydraulic 
pressure within infected hollow viscera to the clinical 
course presented. The technique is shown in illustra- 
tions. 

It was found that when the intestinal loop became 
distended, the animals became less lively and lost 
their appetite. If the pressure was relieved by 
tapping, they became able to eat at once or within 
the next hour. Hydrostatic pressure developed in 
practically all jejunal loops. Relief of this pressure 
permitted normal recovery, provided the circulation 
was not impaired. Little or no vomiting occurred 
unless the loop was distended. The decrease in the 
blood chlorides which is typical of clinical obstruc- 
tion was not observed. The predominant bacteria 
found in the jejunal loops were the bacillus coli, 
the bacillus welchii, enterococci, and streptococci. 
The bacillus coli seemed to disappear from the older 
loops. M. HERBERT BarKER, M.D. 
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Schnitzler, H.: The Clinical Picture and Patho- 
genesis of Intestinal Tuberculosis and Its 
Complications (Zur Klinik und Pathogenese der 
Darmtuberkulose und ihrer Komplikationen). 
Arch. f. klin. Chir., 1930, clx, 463. 

A woman twenty-four years of age had suffered 
for years with attacks -of intestinal colic. Nine 
months before she was seen by the author, a roentgen 
examination of the intestinal tract disclosed a nar- 
rowing and distortion of the lumen of the cecum. 
Five hours before admittance to the hospital the 
patient experienced a sudden attack of pain in the 
region of the cecum, her temperature rose to 38 
degrees C., and her condition became one of extreme 
prostration. Operation was performed under the 
diagnosis of generalized peritonitis. When the ab- 
domen was opened, fluid pus escaped, the entire 
peritoneum was found to be dotted with miliary 
tubercles, and a tiny perforation was discovered in a 
dilated loop of the small intestine proximal to a 
narrowed section. The perforation was sutured and 
covered with omentum. Since appendicitis could 
not be excluded, the appendix was removed. Re- 
covery followed. 

On the basis of this case, the author discusses the 
etiology, clinical picture, and therapy of intestinal 
tuberculosis. Sometimes the condition is primary 


in the intestines, but more often it is associated with 
tuberculosis elsewhere in the body. In the stomach, 
tuberculosis is rare, but in the intestines it is the 
most common infectious disease and the healing of 
the tuberculous ulcers frequently leads to stenosis. 
Perforation is unusual and occurs as a rule in per- 
sons who are in poor general condition. A diagnosis 


of intestinal tuberculosis can seldom be made. The 
results of operative treatment will only improve 
when operation is performed at the proper time. 
In the diagnosis of intestinal disturbances the pos- 
sible presence of intestinal tuberculosis must be 
kept in mind even when tuberculous foci cannot be 
demonstrated in other parts of the body. The treat- 
ment of choice is resection. SALZER (Z). 


Garvin, J. D.: Hyperplastic Tuberculosis of the 
Duodenum and Terminal Ileum: Report of a 
Case. J. Am. M. Ass., 1930, xcv, 1418. 


Hyperplastic tuberculosis of the terminal ileum 
without involvement of the cacum is extremely 
rare. Involvement of the duodenum by the process 
has not been reported heretofore. 

The case reported by the author was that of a man 
twenty-four years of age who complained of diar- 
rhoea which began in February, 1925. At that time, 
from six to ten bowel movements occurred daily. 
The stools contained no blood, and there was little 
griping. After a few weeks the diarrhoea ceased and 
the patient gained weight. A year later it recurred for 
about two or three days every month, the tempera- 
ture occasionally rose to 102 degrees F., and there 
was an occasional leucocytosis as high as 14,000. 

When the patient was first seen by the author his 
weight had decreased from 154 to 127 lb. Physical 
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examination revealed generalized abdominal tender- 
ness and a right inguinal hernia. Fluoroscopic ex- 
amination showed a persistent duodenal deformity, 
which was attributed to duodenal ulcer. Chest ex- 
aminations were negative. Roentgenograms of the 
colon made four times over a period of two years, 
and repeated proctoscopic examinations, Wasser- 
mann tests, and examinations of the sputum were 
negative, but the patient continued to complain of 
dyspeptic symptoms, sour gas, belching, soreness in 
the stomach, and diarrhoea. 

In August, 1929, he appeared definitely emaciated 
and complained of being bloated. He then weighed 
only 123 lb. On roentgen examination, the colon 
again appeared negative, but the terminal ileum 
failed to show normal emptying phenomena. The 
ileum held the barium evenly and felt to the pal- 
pating hand like a rope. Its lumen was markedly 
narrowed. A diagnosis of hyperplastic tuberculosis 
of the terminal ileum was made. 

At operation, performed October 7, 1929, the 
terminal ileum was found to be markedly thickened 
for a distance of about 15 cm. from the ileocwcal 
valve and studded with many tubercles. The cecum 
was normal to palpation. The duodenum was mark- 
edly thickened and studded with tubercles similar 
to those in the distal ileum. The pylorus was almost 
completely obstructed. No glands were palpable 
anywhere in the abdomen. 

On account of the patient’s poor condition, only a 
simple gastro-enterostomy was done. Convalescence 
was uneventful. By January 3, 1930, the patient's 
weight was 147 lb., but in February the sensation of 
weight and distress in the stomach associated with 
diarrhoea and a progressive loss of weight recurred. 
By May 9, the weight had fallen to 134 lb. A defi- 
nite elongated tumor was then palpable in the right 
lower quadrant. To date, the patient has refused to 
allow resection of the affected segment of bowel. 

There are two main types of intestinal tubercu- 
losis: (1) the ulcerating type, which is practically 
always secondary to pulmonary tuberculosis, and 
(2) the hypertrophic type, which was first described 
by Hartmann and Pilliet in 1891 and is evidence of 
the successful reaction of the body against organisms 
which are either few in number or attenuated in 
virulence. The latter has been described as the real 
surgical tuberculosis. The infection probably occurs 
through the blood and lymph stream. The lesion is 
formative rather than destructive. The most fre- 
quent site of the disease is the ileocecal valve. The 
walls of the affected segment of bowel are markedly 
thickened, white or grayish white, and occasionally 
studded with yellowish tubercles. Ulcers are usually 
present somewhere in the mucosa. Occasional tem- 
perature reactions and leucocytosis are probably ac- 
counted for by absorption through the mucosal 
ulcers. The disease is of long duration and associated 
with somewhat indefinite symptoms. The most com- 
mon early symptoms are dyspepsis, nausea, and «c- 
casional vomiting. Abdominal pain is often present. 
Diarrhoea and constipation frequently alternate. 
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W. J. Mayo has reported several cases of ileo- 
cecal tuberculosis in which anastomosis performed 
as a preliminary to bowel resection was followed by 
complete relief, the necessity for later resection of 
the affected segment of intestine being therefore 
obviated. Joun W. Nuzum, M.D. 


Waters, C. A.: The Roentgenological Diagnosis of 
Papilloma of the Duodenum. Am. J. Roenigenol,. 
1930, XXIV, 554. 


In a review of the literature on benign tumors of 
the duodenum the author was able to find only three 
cases in which the neoplasm was diagnosed roent- 
genologically. Papilloma of the duodenum is a very 
rare condition. Waters reports a case in which the 
pre-operative diagnosis was made both roentgenolog- 
ically and clinically and was confirmed by oper- 
ative findings and microscopic examination. ‘The 
roentgen finding on which the diagnosis was based 
was a multilocular filling defect within the lumen 
of the duodenal cap. The marginal contours of the 
cap seemed to be entirely normal. 

ApotpH Hartunc, M.D. 


Murard, J.: Intraperitoneal Closure of the Artificial 
Anus in the Large Intestine (De la fermeture 
intrapéritoneale des anus contre nature du gros 
intestin). Bull. ct mém. Soc. nat. de chir., 1930, lvi, 
1032. 


The intraperitoneal method of closing the colic 
anus deals with healthy tissues, brings together 
serous surfaces, allows another view of the focus of 
the first operation, replaces the freed intestine in 
the peritoneal cavity without adhesions, and per- 


mits exact reconstruction of the abdominal wall. 
The colon is left adherent to the wall, but is prob- 
ably liberated spontaneously later by the contrac- 
tions of the abdominal wall or the intestinal mobility. 
There are usually protective adhesions around the 
focus, and the operation, while remaining intra- 
peritoneal, takes place in relatively circumscribed 
area of the peritoneal cavity. Duval says that 
closure of an artificial anus should be delayed until 
the tissues in the fistula are clean and the wall of 
the colon is normally supple. The average delay is 
three months. 

Intraperitoneal enterorrhaphy permits a more 
extensive and more careful dissection of the muscles 
of the wall which allows methodical repair of all of 
the layers of the wall and at the same time correction 
of the small eventrations which are often associated 
with colic fistule. In the 7 cases reported by 
Murard there were 2 cecal fistule consecutive to an 
emergency appendectomy. Three times the enteror- 
thaphy was done on the cecum which had been 
fistulized at the wall on account of paralytic occlu- 
sion. In rt case, radical cure was undertaken on a 
fistula of the splenic flexure which was consecutive 
to the resection of a tumor after exteriorization. In 
1 instance a cecal anus made for an old occlusion 
was closed and a left iliac anus was made when 
laparotomy after the formation of the cecal anus 


showed the presence of an inoperable sigmoid cancer. 
All of the 7 patients recovered. In 6 cases healing 
occurred by primary intention. In 1 case the wall 
opened, but the intestinal suture held and the wall 
healed by secondary intention. 

All of the cicatricial portions of the intestinal wall 
should be resected. To the 3 lavers of suture 
mucous, muscular, and serous—Murard strives to 
add a fourth, the seroserous. He then sutures the 
abdominal wall layer by layer with the exception of 
the skin and subcutaneous cellular tissue, which he 
brings together loosely with 1 or 2 stitches. 

BAssET, who read this report to the Society, stated 
that in a review of the literature he had found 158 
cases in which intraperitoneal closure of a colonic 
fistula was done—s8 cases reported by Duval, 
Goetz, and Murard, 48 by Délore and Devaux, 42 by 
Hohlbaum, and to by Kappis. In this number there 
was 1 death. Of to cases of spontaneous fistula 
following operation for acute appendicitis, intra- 
peritoneal suture was completely successful in all. 
However, this method is not to be considered as 
applicable to spontaneous fistula as to surgical 
fistula and anus. In cases of spontaneous fistula it 
is more prudent to do a derivation operation at a 
distance from the anus by exclusion or simple 
anastomosis and later excise the anus and the ex- 
cluded intestine and reconstruct the wall. Pace. 


Ratcliff, R. A.: Submucous Lipoma of the Colon. 
Guy’s Hosp. Rep., Lond., 1930, Ixxx, 453. 


Ratcliff reports two cases of submucous lipoma of 
the ascending colon. Both were characterized by 
attacks of severe pain, negative X-ray findings, con- 
siderable flatulence, and vomiting. In one case the 
condition caused a loss of weight and diarrhoea. 
Mucus was passed, but the stools were free from 
visible blood and no mass was palpable. In the 
other case there was a mild constipation, chemical 
examination of the stools revealed fairly fresh blood 
but no excess mucus, a soft, indefinitely outlined 
mass was palpable, and at operation the mucosa 
covering the tumor was found to be ulcerated. Both 
of the patients recovered after removal of the tumor. 

When these cases are compared with others re- 
ported in the literature it seems fairly certain that 
the pain is due to spasm of the muscle coats. ‘The 
attacks of pain may be caused by invagination. ‘The 
history is longer than in cases of carcinoma. ‘The 
occurrence of vomiting is not constant, but is prob- 
ably quite frequent. Either constipation or diar- 
rhoea or both may be present. Loss of weight and 
flatulence are occasional sequel. It is very likely 
that chemical examination of the stools would show 
the presence of blood in a high proportion of the 
cases. Tumors the size of a small orange are usually 
palpable, but even these can rarely be felt very deti- 
nitely. Asa rule X-ray examination shows the pres- 
ence of obstruction, but is negative as to the position 
and shape of the obstacle. 

While submucous lipomata of the colon seem to be 
rare, it is probable that a large proportion of them 
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never cause clinical manifestations. Tumors in the 
ileum are apt to be more acute than those in the 
colon. Those of the rectum are more characteristic 
and may be distinguished by proctoscopic examina- 
tion. The differential diagnosis is difficult when only 
the chronic symptoms are considered. These tumors 
are confused with carcinoma of the colon, chronic 
appendicitis, hyperplastic tuberculosis of the cecum, 
and other benign tumors of the ileum and colon. The 
most important complication is intussusception, but 
occasionally anemia may result. The tumors are so 
obviously benign that local excision is sufficient. In 
a few cases on record a cure resulted from spontane- 
ous expulsion of the neoplasm. 
ELIZABETH CRANSTON. 


Santos, R. P.: Technical Details in Operations for 
Anorectal Fistulz (Quelques points de technique 
dans les opérations pour fistules anorectales). Rev. 
Sud.-Am. de med. et de chir., 1930, i, 934. 


The treatment for an ordinary anorectal fistula of 
inflammatory origin is excision of the course of the 
fistula without suture. In general, failure of the op- 
eration is due to: (1) the existence of diverticula and 
ramifications of the fistula which have been over- 
looked, (2) the lack of good drainage of the operative 
wound, or (3) improper postoperative dressings. 

The operation is best performed under spinal or 
epidural anesthesia as this gives complete relaxation 
of the perineal musculature and facilitates the dis- 
covery of ramifications of the fistulous tract. The 
position of the patient should be that taken for 
lithotomy. The operative wound should be of a type 
which is easily drained, and drainage should be 


continued until complete cicatrization has occurred. 

Roentgenography after the injection of bismuth 
may show the presence of ramifications of the fistu- 
lous tract, but in order that such ramifications may 
be visible during the operation, a coloring solution 
must be used to impregnate the fibrous tissue of the 


tract. The author makes injections of 3 per cent 
methylene blue into the external orifice of the fis- 
tula. Nearly always, the exit into the rectum is 
found and repaired easily. The surface should be 
examined for other openings. The methylene blue 
solution disinfects the fistulous tract and diminishes 
the sepsis of the wound. 

For perfect drainage, the operative wound should 
be dependent, regular, and extensive. A large num- 
ber of anorectal fistule are extrasphincteral. Gen- 
erally, abscesses originate in the submucous cellular 
tissue by direct infection of the rectal mucosa and 
the pus descends into the perineal cellular tissue. 
When the fistula traverses the sphincter, the latter 
must be resected, not to place it at rest, but to 
establish good drainage. It must be cut perpendicu- 
larly to its fibers. The wound should be easy to 
drain, and its healing should be watched with the 
greatest care. The best place for resection is the 
posterior angle where the muscle is voluminous. If 
all precautions are taken, both sphincters may be 
cut without fear of causing incontinence. 
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The internal orifice is single whatever the number 
of external orifices, and its position is below Mor- 
gagni’s valves. Only tuberculous or complicated 
fistulz, such as those of the rectovesical type, have 
a high internal orifice. It is essential to know where 
the fistulous tract lies between the internal and ex- 
ternal orifices. Nine times out of 1o the interna] 
orifice is in the posterior half of the rectum. When 
it is in the anterior half of the perianal region, the 
tract between the 2 orifices is generally direct, 
When it is in the posterior half, the tract is nearly 
always angular. The cannulated sound must never 
be passed with force through the mucosa for, when 
this is done, a part of the tract is left unopened and 
the fistula recurs or the sphincter is cut twice. 

Diagonal resection of the sphincter is the result 
of an error in technique. If there are 2 subsphinc- 
teral fistulz, it is better to do the operation in 2 
stages. When the tracts have been opened, the cu- 
taneous and mucous edges should be equalized so 
as to broaden the wound, prevent sinuousness in 
the mucous part, and juxtaposition in the cutancous 
part. The less acute the angle formed by the edges 
of the wound the easier the dressings and the more 
periect the cicatrization. No matter how large the 
operative wound, it must never be sutured. 

Drainage must be kept up during the entire period 
of cicatrization. Dressing should be done every day: 
otherwise a bridge of tissue forms or the mucous 
part of the wound is isolated and ceases to drain. 

On the day of the operation the gauze should be 
put in place under pressure to prevent bleeding. A 
separate wick of gauze should be placed in each 
ramification. The gauze may be held in place by 
bands of sparadrap and a T bandage. After the first 
dressing it is absolutely necessary that the wound 
be dressed daily. After the third day the patient 
may go to stool each morning before the dressing. 
Because of the spinal anesthesia, he should not at- 
tempt to walk until the third or fourth day. The 
average time for healing is from three to four weeks. 
Increase of the secretion at any time means that 
the wound is not draining well. 

In 105 cases operated upon before the adoption 
of this technique there were 9g failures, nearly all of 
which were due to the persistence of a diverticulum. 

Pace. 


Dannheisser, F.: Radical Operation for Cancer of 
the Rectum (Zur Radikaloperation des Mast- 
darmkrebses). Beitr. s. klin. Chir., 1930, cxlix, 525 


The author reviews 168 cases of carcinoma of the 
rectum which were treated at the Nuremberg Hos- 
pital in a period of six and a half years, a yearly 
average of 26 cases. Eighty-seven (51.8 per cent) 
were inoperable. The cases are classified according 
to the age and sex of the patient, the duration of the 
disease, and the location and histological character 
of the tumor. The duration of life in the inoperatle 
cases varied from half a month to several years. 

In the choice of operation the first consideration 
should be the possibility of preserving the sphincter 
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and maintaining continence. In the 81 operable 
cases reviewed, amputation of the rectum with the 
formation of a sacral anus was done 27 times; sacral 
resection, 37 times; abdominosacral resection, 11 
times; and Hochenegg’s pulling-through procedure, 
6 times. The Kirschner abdominosacral extirpation 
of the rectum with the formation of an abdominal 
anus was not done. 

Of the 81 surgically treated patients, 24 died. 
Five of the deaths were considered late fatalities and 
1g were included in the calculation of the primary 
operative mortality. In the cases treated by ampu- 
tation of the rectum there were 7 early and 3 late 
deaths, the operative mortality being therefore 25.9 
per cent and the total mortality 37 per cent. In 
those treated by sacral resection, the operative 
mortality was 18.9 per cent (7 deaths) and the total 
mortality (including 1 late death), 21.6 per cent. 
In the cases treated by abdominosacral resection 
there were 5 early deaths and 1 late death, the oper- 
ative mortality being therefore 45.5 per cent and the 
total mortality 54.5 per cent. In the cases treated 
by the Hochenegg procedure there were no deaths. 
The total operative mortality was 23.5 and the total 
mortality 29.6 per cent. 

Of the patients who survived amputation of the 
rectum for three years, 40 per cent were free from 
recurrence, and of those who survived this operation 
for five years, 50 per cent were free from recurrence. 
Of those who survived sacral resection for three 
years, 38.8 per cent were free from recurrence, and 
of those who survived for five years, 44.4 per cent 
were free from recurrence. Of those who survived 
abdominosacral resection for three years, 50 per 
cent remained free from recurrence at the end of that 
time, and of those subjected to the Hochenegg pro- 
cedure, r remained free from recurrence for three 
years and 1 for five years. 

A comparison of the results of sacral resection 
with the average results obtained by Heller with the 
combined method favors the sacral resection. Not 
only was the operative mortality of sacral resection 
(19 per cent) lower than that of the combined meth- 
od (28.8 per cent), but the incidence of cure after the 
sacral resection was higher (39 per cent) than the 
incidence of cure after the combined method. 
Moreover, of the cases treated by sacral resection, 
complete continence was obtained in 77 per cent 
and a permanent fistula remained in only 10 per 
cent. The author sees no reason for giving up sacral 
resection in favor of the Kirschner procedure. 

BuETTINER (Z). 


Lahey, F. H.: Two-Stage Abdominoperineal Re- 
moval of Cancer of the Rectum. Surg., Gynec. & 
Obst., 1939, li, 692. 


Lahey describes a modification of the operative 
technique for two-stage abdominoperineal removal of 
the rectum which he has employed in seven cases and 
believes is an improvement over other procedures. 

A median incision is made between the pubes 
and the umbilicus and the field is investigated for 
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metastases and to determine the operability of the 
growth. If the growth is operable, the sigmoid is 
pulled out upon the abdominal wall and the lowest 
point above the growth which will reach above the 
skin level at the lower pubic end of the incision is 
noted. The mesenteric peritoneum on either side 
of the mesentery from the sigmoid down to the 
promontory of the sacrum is cut, and all of the 
mesenteric vessels from the sigmoid down to, but 
not including, the superior hemorrhoidal vessels are 
cut and ligated. 

A small counter incision is then made on the left 
side and the bowel grasped at the level of section 
with an Ochsner clamp. Within the abdomen 
another Ochsner clamp is placed transversely across 
the sigmoid parallel with the first hamostat and 
the bowel is severed with the cautery. The bowel 
and its mesentery are thus severed down to the 
promontory of the sacrum while the superior 
hemorrhoidal vessels are left intact to nourish the 
lower segment of the rectum. Raw surfaces are 
peritonized, and the proximal end of the severed 
sigmoid is drawn through the colostomy opening 
and fixed in place with a few sutures, the clamp 
being left in the dressings. No stitches are placed 
in the colon itself. A considerable loop of redundant 
sigmoid is preserved beneath the colostomy to act 
as a fecal reservoir. The lower loop of bowel with 
the Ochsner clamp in place is sutured in the lower 
end of the pubic incision, and the abdominal wound 
is closed with the usual layer closure. The clamp 
generally sloughs off in about seven days. The upper 
clamp on the colostomy opening may be opened 
at any suitable time. 

As soon as the clamp is off of the lower segment, 
irrigations are made several times daily with a 
speculum in the anus, the solution being introduced 
through the upper end of the distal sigmoid which 
was brought out through the lower end of the 
abdominal incision above the pubes. Thus all 
feecal material is washed down and out through 
the rectum. 

As a rule the patient is in good condition for the 
second stage of the operation at the end of two 
weeks. If not, further delay of the second stage is 
permissible as the circulation of the lower end of 
the rectum is maintained through the intact 
superior hemorrhoidal vessels. 

In the second stage of the operation the colostomy 
wound is sealed up and the lower segment of bowel 
which was implanted in the abdominal wound is 
dissected free and its end is sutured shut. The 
stump is painted with iodine. Then, the surgeon 
having put on a clean gown and clean gloves, the 
abdomen is re-opened through the original incision 
with clean instruments. The superior hemorrhoidal 
vessels at the promontory of the sacrum are ligated 
and severed, and the peritoneum on either side of 
the rectum and in front of it is incised. The ureters 
are identified and dissected out. The rectum is next 
freed from the hollow of the sacrum to the tip of 
the coccyx, the free bowel is pushed down into the 
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pelvis, and the diaphragm of the pelvic peritoneum 
is restored above the rectum. The patient is then 
turned on his side, and after the anus has been 
sutured shut, the removal of the rectum is accom- 
plished in the usual manner with or without the 
removal of the coccyx, as seems best in the particular 
case. A rubber dam, cigarette drain, or gauze pack 
may be inserted into the pelvic cavity. 

In conclusion Lahey says that while this pro- 
cedure is not without undesirable features, it ap- 
pears to him to approach more nearly the ideal 
one-stage abdominosacral removal of cancer of the 
rectum than other two-stage methods. The second 
stage of the operation may be delayed as long as 
desired because the blood supply to the distal bowel 
remains intact and fecal material is readily removed 
from this segment by daily irrigations. The neces- 
sity of implanting dead bowel in the pelvis is over- 
come, and the second stage involves the removal 
of a relatively clean rectum. Good posterior drain- 
age is established immediately after the extensive 
pelvic dissection. Joun W. Nuzum, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Friedenwald, J., and Morrison, T. H.: A Clinical 
Study of Gumma of the Liver. Am. J. M. Sc., 
1930, CIxxx, 656. 

The authors studied ten cases of gumma of the 
liver in which the diagnosis was based on the 
physical findings and the response to anti-syphilis 
treatment. This condition is diagnosed in about 
I in 2,000 cases admitted to the clinic, but in some 
instances may be unrecognized as the diagnosis is 
often quite difficult. 

It may be congenital or acquired. Pathological 
examination may reveal 1 large gumma, many small 
gummata, diffuse cirrhosis, perihepatitis, or any 
combination of these lesions. The diagnosis is based 
on: (1) the symptoms of a tumor of the liver (pain 
in the right upper quadrant of the abdomen which 
may radiate to the shoulder, indigestion, loss of 
weight, slight jaundice, and dilatation of the ab- 
dominal veins) in a person between thirty and fifty 
years of age with, perhaps, a history of luetic infec- 
tion, (2) enlargement of the liver and spleen, (3) a 
palpable tumor or scar on the liver, and (4) a 
positive Wassermann reaction. 

Usually treatment with mercury and iodides is fol- 
lowed by marked improvement in about six weeks. 

Previous affections of the liver render it more 
susceptible to this condition. 

Maurice L. Date, M.D. 


Ivy, A. C., Drewyer, G. E., and Orndoff, B. H.: The 
Effect of Cholecystokinin on the Human Gall 
Bladder. Endocrinology, 1930, xiv, 343. 


The authors have previously reported the prepa- 
ration of a specific substance extracted from the 
mucosa of the upper part of the intestinal tract 
which, upon intravenous injection, caused the gall 
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bladders of dogs and cats to contract and evacuate. 
They verified the specificity of the extract by cross- 
circulation experiments and concluded that a hor- 
mone mechanism was involved. They called the 
substance “‘cholecystokinin.”’ 

In this article they describe a method of preparing 
a cholecystokinin concentrate which, in the dog, is 
active in doses of from 3 to 1 mgm. Following the 
intravenous injection of cholecystokinin, the re- 
sponse of the gall bladders of different dogs varies 
considerably. The variation probably depends upon 
the depth of the anesthetic and the degree of the 
disturbance of the blood supply of the gall bladder. 

Since a relatively purified extract had been se- 
cured for animal experimentation, the injections of 
cholecystokinin were tried on man. The gall bladder 
was visualized with tetra-iodophenolphthalein. From 
25 to 30 mgm. of the extract in aqueous solution were 
injected at ten-minute intervals for one hour into 
five normal subjects and for half an hour into three 
patients. Roentgenograms were then made at inter- 
vals of from ten to thirty minutes. 

In one normal subject the results were indefinite. 
In the four others, some degree of gall-bladder 
evacuation with a change in the contour of the 
organ was noted. In one, the evacuation was com- 
plete, and in three it was partial. Two of the five 
normal subjects felt light-headed for from thirty 
to sixty minutes. In the normal subjects, very 
definite contraction or change of the contour of the 
gall bladder was detectable ten minutes after the 
first injection. 

Of the three patients, two showed a definite 
decrease in the size of the gall bladder after the 
administration of the cholecystokinin. One of these 
had pericholecystitis, and about one and a half 
minutes after the second administration he de- 
veloped pruritus and wheals appeared at the sites 
of scratching. One patient showed no emptying of 
the gall bladder and developed a chill thirty minutes 
after the third injection. These reactions were 
probably due to impurity of the extract used. 

The authors believe that there is little therapeutic 
value in cholecystokinin. When the substance is 
given intravenously it produces the same effect us 
egg yolk and cream given orally and, as might be 
expected, produces it more quickly. 

STANLEY H. MENTzER, M.D. 


King, E. S. J.: Epithelial Proliferation and Meta- 
plasia in Chronic Cholecystitis. J. College Sur. 
Australasia, 1930, iii, 245. 

In the gall bladder, epithelial proliferation and 
metaplasia occur readily in response to even minor 
degrees of chronic irritation. In a series of 250 
gall bladders, the author found the following pro- 
liferative epithelial changes: 

1. Epithelial downgrowths. Glands of Luschka 
lined by columnar epithelium with relatively large 
lumina and extending into the muscular coat and 
sometimes through the peritoneal coat were present 
in 64 per cent of the gall bladders examined. 
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2. Goblet cells. Goblet cells were found in 80 
per cent of the specimens. They are relatively un- 
common in the normal specimen. In the gall bladder, 
all of the epithelial cells produce mucin though the 
globules do not coalesce; therefore the cells appear 
vesicular when large quantities of mucin are pro- 
duced. Accordingly, typical goblet cells are com- 
paratively rare, but a few may be found in most 
cases of chronic cholecystitis. 

3. Mucous glands. Mucous glands were found 
in 74 per cent of the cases. They are usually absent 
in atrophic gall bladders with thick walls. 

4. Gastric glands in the form of “branching 
coiled, tubular structures.” Glands of this type 
occurred in conjunction with mucous glands in 44 
per cent of the cases. They are probably formed as 
a result of metaplasia from the latter. 

5. “Cholecystitis cystica.” This condition was 
found in 10.4 per cent of the specimens. When the 
epithelial downgrowths are abundant and deep, 
some of the gland spaces become cystic. Prolifera- 
tion is sometimes so extensive as macroscopically 
to suggest carcinoma. It may occur locally or in a 
diffuse form. 

6. Epithelial stratification. This may occur in 
single, double, or treble layers. Prickle cells and 
keratin are not found in these cellular strata. 

7. Squamous epithelium showing keratinization 
and prickles. This was found in 2 cases. It is un- 
common in the gall bladder although squamous 
carcinoma is not rare. 

8. Malignant proliferations. Malignant prolifera- 
tions occurred in 6 per cent of the cases. This 
unusually high incidence in the gall bladder is prob- 
ably explained by the severe grade of chronic 
cholecystitis present. Most of the carcinomata were 
adenomatous, but several showed various types and 
gradations of malignancy including spheroidal, 
mucoid, squamous, and mixed cells. All except 1 
were associated with gall stones. 

STANLEY H. Mentzer, M.D. 


Favre, J.: A Contribution to the Comparative 
Study of the Immediate and Late Results of 
Cholecystostomy and Cholecystectomy for 
Biliary Lithiasis (Contribution 4 l'étude com- 
parative des résultats immédiates et éloignés de la 
cholecystostomie et de la cholécystectomie dans la 
lithiase biliaire). Presse méd., Par., 1930, Xxxviii, 
1282. 

The absolute indications for cholecystectomy are: 
(1) non-function of the gall bladder due to obstruc- 
tion or to sclerosis and atrophy of the gall-bladder 
wall, (2) gall-bladder disease in a patient with a 
family history of cancer or signs indicating malignant 
change in the gall bladder, (3) gall-bladder infection, 
and (4) persistent fistula or recurrence of gall 
stones after cholecystostomy. 

The indications for cholecystostomy which may 
be considered absolute are: (1) cholelithiasis in a 
patient whose general condition necessitates re- 
striction of operative procedures to the minimum, 


(2) cholecystitis with cholangeitis demanding drain- 
age, (3) cholecystitis with biliary obstruction, and 
(4) a gall bladder which is inaccessible because of 
its depth or the presence of dense adhesions. 

The author’s statistics on the two operations run 
almost exactly parallel as regards the immediate 
mortality and late results. 

Favre emphasizes the importance of supplement- 
ing surgical intervention with thorough medical 
treatment. AcBert F. De Groat, M.D. 


Elischer, E.: The Practical Importance of Suture 
of the Common Bile Duct (Die praktische Be- 
deutung der Choledochusnaht). Gydgvdszal, 1930, 
I, 404. 

Of more than too choledochotomies, 29 were 
sutured, 11 in the past half year. Of the 29 patients 
whose bile duct was sutured, only 1 died. The bile 
duct was opened through the cystic duct 4 times, 
transversely 6 times, and longitudinally 19 times. It 
contained 1 or several stones in 26 cases. ‘The trans- 
verse section was employed only when the bile duct 
was narrow, its purpose being to prevent stricture. 

Suture of the bile duct is contra-indicated in the 
presence of icterus, cholangeitis, and enlargement 
or sclerosis of the head of the pancreas. After the 
suture a gauze drain should be inserted. Seepage 
of the bile through the incision and the sutures 
cannot be prevented with certainty (Bakes observed 
it 230 times in 346 cases). In this regard, improve- 
ment of the technique may give greater security. 

Richter and Zimmerman have reported 29 cases 
of choledochotomy in which the abdominal cavity 
was closed completely after suture of the bile duct. 

P6LYA (Z). 


Bernhard, F.: The Value of Blood-Sugar and Dias- 
tase Determinations in the Diagnosis, the De- 
termination of the Operative Indications, and 
the After-Treatment in Acute Diseases of the 
Pancreas (Der Wert von Blutzucker- und Diastase- 
bestimmungen fuer die Diagnostik, Operationsindi- 
kation und Nachbehandlung der akuten Pankreaser- 
krankungen). Alin. Wehuschr., 1930, ii, 1340. 

Four years ago the author suggested that the dis- 
turbance in carbohydrate metabolism in acute dis- 
sases of the pancreas can be turned to account in 
diagnosis and recommended the increase in the blood 
sugar as a valuable aid in the recognition of acute 
pancreatic diseases. However, recent experiences 
have shown that the blood sugar is not increased in 
all forms of acute necrosis of the pancreas. For ex- 
ample, it was not found augmented in several cases 
of pancreatic oedema, which, according to Zoepfiel, 
is the preliminary stage of pancreatic necrosis. 

Nevertheless, in these cases the disturbance in pan- 

creatic function could be recognized with the sugar- 

tolerance test (50 gm. of dextrose), as the blood 
sugar rose much higher and in general remained high 
longer than in the case of the normal person. The 
disadvantage of the method lies in the fact that it 
is not absolutely specific for diseases of the pancreas. 
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However, the course of the blood-sugar curves 
makes possible further conclusions. 

Whether and in how far it is allowable to gen- 
eralize from the observations made cannot be stated 
with certainty on the basis of the few cases of pan- 
creatic necrosis which have been studied in detail. 
A decision will be possible only when careful blood- 
sugar studies have been made in a large number of 
cases. The mortality of surgery of the pancreas 
being high, it is very important to determine whether 
light forms of acute pancreatic oedema can be dis- 
tinguished from the fully developed pancreatic nec- 
rosis by diastase and blood-sugar determinations. 
Taking into account the sources of error and the 
clinical picture, the author comes to the conclusion 
that an exact diagnosis can be made in a large per- 
centage of cases. Progressive deterioration of pan- 
creatic function may likewise be recognized, so that 
it will be possible to treat light cases conservatively 
at first. 

Bernhard reports two cases, one with postopera- 
tive, and one with tuberculous parotitis, in which 
the excretion of diastase in the urine was increased. 
This finding is important as it shows the necessity 
of ruling out postoperative parotitis when secondary 
necrosis of the pancreas after an operation is sus- 
pected and it is desired to verify the diagnosis on 
the basis of the diastase content of the urine; also 
in the diagnosis of recurrence of acute pancreatic 
necrosis which sometimes develops after an opera- 
tion and is associated with a return of high diastase 
values in the urine. 

The influence of diastase on carbohydrate me- 
tabolism cannot be explained with certainty. Per- 
haps the process depends upon increased splitting-up 
of glycogen which must be compensated for by the 
organism. If this is correct, it is possible apparently, 
in acute pancreatic disease, to influence the effect 
of increased diastase in the blood by insulin. As 
soon as a considerable disturbance of carbohydrate 
metabolism from lack of the pancreatic hormone 
begins there should be no doubt as to the indication 
for insulin treatment. Insulin may be expected to 
give good results in stimulating the oxidation of 
sugar in the cells. The method by which it is ad- 
ministered is perhaps not unimportant. In a case of 
necrosis of the pancreas cited by the author, hyper- 
glycemia was reduced one-half by the subcutaneous 
administration of insulin. In many cases, however, 
the intravenous method with continuous drop infu- 
sion will prove most suitable. While a decisive 
opinion as to the value of this treatment is not yet 
possible, the results of numerous investigations indi- 
cate that favorable results are to be hoped for 
from it. H. V. WAGNER (Z). 


Foord, A. G., and Bowen, B. D.: Acute Interstitial 
Pancreatitis in Two Cases of Diabetic Coma. 
Am. J. M. Sc., 1930, clxxx, 676. 

One of the author’s patients was a man twenty 
years of age who had had diabetes for some time, 
was not very careful with his diet, and had been in 
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coma twice before. The other was a woman with 
no previous history of diabetes who suddenly fell 
into coma in the seventh month of pregnancy. One 
patient died eight hours, and the other twenty-four 
hours, after the onset of the coma in spite of vigorous 
treatment. 

The chief pathological finding in both cases was 
a marked oedema of the pancreas with scattered 
areas of polymorphonuclear infiltration and inter- 
stitial fibrosis. In the center of some of the areas of 
polymorphonuclear infiltration frank pus was dis- 
covered, and in the surrounding acinar tissue there 
was necrosis. In the case of the patient who had 
had diabetes for some time fatty infiltration of the 
liver and other organs was found. 

The authors suggest that acute pancreatitis may 
be the cause of the abdominal pain in certain cases 
of diabetic coma. Maurice L. Date, M.D 


Brocq, P., and Miginiac, G.: Chronic Pancreatitis 
(Les pancréatites chroniques). Presse méd., Par, 
1930, XXXVili, 1422. 

Anatomically, chronic pancreatitis is a sclerous 
pericanalicular, perilobular, or periacinous alteration 
of the pancreas. 

The incidence of the condition has not been de- 
termined. By some, the disease is considered rare 
and by others as rather frequent. It is more com- 
mon in females than in males. Of the 177 cases on 
which this report is based, 54 per cent were those oi 
females. The patients ranged in age from thirty to 
sixty years. 

According to the predisposing or determining 
cause, 4 types of pancreatitis are recognized: (1) 
that due to systemic infections or intoxications, (2) 
that secondary to disease of neighboring organs, (3) 
that associated with other lesions of the pancreas, 
and (4) primary pancreatitis associated with icterus. 

The acute infections which may cause pancreatitis 
include typhoid fever, variola, scarlatina, cholera, 
dysentery, angina, diphtheria, pneumonia, and 
grippe. Mumps may cause a latent pancreatitis 
associated with gastralgia and congestion of the 
pancreas. The most important chronic infections 
which may result in pancreatitis are tuberculosis and 
syphilis. The toxic conditions which may cause the 
condition include lead, phosphorus, arsenic, mer- 
cury, alcohol, and food poisonings. 

The most common conditions of neighboring or- 
gans leading to pancreatitis are inflammation of the 
biliary tract, cholelithiasis, and gastro-intestinal 
lesions such as gastroduodenitis, perigastritis, peri- 
duodenitis, duodenal stasis, chronic intestinal stasis, 
appendicitis, and duodenal diverticulum. 

Other lesions of the pancreas which are most often 
associated with chronic pancreatitis are cancer and 
pancreatic lithiasis. 

The general symptoms of chronic pancreatitis are 
dyspepsia, halitosis, anorexia, flatulence, nausea, re- 
gurgitation after meals, epigastric distress, chronic 
diarrhoea, the passage of foetid large stools, marked 
emaciation and weakness, glycosuria, pains of vary- 
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ing localization and severity, tumor, signs due to 
compression, and hemorrhages in the form of epi- 
staxis, hematemesis, melena, hematuria, and pur- 
pura. 

Chronic pancreatitis may interfere with biliary 
drainage and gastro-duodenal peristalsis and cause 
irritation of the solar plexus. Pancreatitis with 
icterus, the best known type, may occur as an in- 
flammatory reaction simulating biliary lithiasis or 
may suggest a malignant tumor. Occasionally, 
pancreatitis causes compression of the pylorus or 
duodenum. There is also a type associated with in- 
tense pain which is often confused with the pain of 
tabetic crises. The pain has been ascribed to com- 
pression of the solar plexus, inflammation of the 
peritoneum, and congestion during the period of 
digestion. There are also attenuated forms, unrecog- 
nized types, and intermediate forms of pancreatitis. 

Laboratory tests are still incomplete and uncer- 
tain. However, the diagnosis may be aided by ex- 
amination of the duodenal secretions obtained with 
an Einhorn tube and tests of the stools, urine, and 
blood for amylase. 

Examination of the pancreas at operation or 
autopsy may disclose inflammation of the head, in- 
duration of the head simulating a neoplasm, in- 
flammation localized in the body or the tail, single 
or multiple foci of inflammation, inflammation in- 
volving the entire gland, atrophic inflammation, 
pancreatic lipomatosis, or a transitional form be- 
tween acute and chronic inflammation. The biliary 
passages may or may not be involved. Histological 
examination may show perilobular, intralobular, or 
acinous sclerosis associated with degeneration or 
hyperplasia of the parenchyma. 

The authors discuss the difficulties of diagnosis 
based on the clinical manifestations. In most cases 
the diagnosis is made at operation. The differentia- 
tion between cancer and inflammation of the pan- 
creas is difficult. Biopsy is the only certain pro- 
cedure. 

The most important routes by which the pancreas 
becomes infected are the biliary passages, the 
lymphatics, the pancreatic ducts, the duodenum, 
and the blood stream. The hemorrhagic type of 
pancreatitis is believed to be due to an aseptic auto- 
digestion of the gland. 

In certain types of chronic pancreatitis, par- 
ticularly those on a syphilitic basis, medical treat- 
ment may be beneficial. In insufficiency of the 
pancreas, opotherapy may be tried in addition to 
regulation of the diet and attempts at drainage with 
a duodenal tube. In pancreatitis with icterus surgi- 
cal methods are indicated. Cholecystectomy should 
be considered when the gall bladder is affected and 
may be considered the cause of the pancreatic lesion. 
However, cholecystostomy is the method chosen by 
most surgeons and results in a cure in about two- 
thirds of the cases. Drainage of the common bile 
duct may be done, but is a more serious procedure 
than cholecystostomy. Methods less frequently 
used are anastomosis of a part of the biliary tract 
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with the gastro-intestinal tract, as in cholecysto- 
gastrostomy and cholecystoduodenostomy. Duval 
inserts a tube from the duodenum through the am- 
pulla of Vater. The indications for each method are 
based on the resistance of the patient, the clinical 
type of the infection, whether the condition is in- 
flammatory or neoplastic, and the findings at oper- 
ation, particularly the condition of the pancreas and 
biliary passages. In any case the condition of the 
gall bladder is an important factor in the choice of 
the type of operation. The authors discuss the indi- 
cations for the various operative procedures. In 
the types of pancreatitis associated with gastro- 
intestinal lesions the procedures indicated for the 
latter (gastro-enterostomy, gastrectomy) are sufti- 
cient. The types associated with severe pain are 
treated by a direct operation on the pancreas such 
as pancreatolysis, pancreatostomy, or partial pan- 
createctomy. 

In the discussion of this report, JACOBovIcI 
(Cluj, Roumania) stated that in cases with duodenal 
ulcer he does a partial resection by the Finsterer 
method with a Pélya anastomosis. In cases with 
gastric ulcer he performs a resection if separation 
from the pancreas is readily done. If separation is 
difficult, he performs a gastro-enterostomy. For 
cases with pyloric ulcer he prefers a Finsterer re- 
section. The results of such resections are usually 
very good. 

Cotrn (Copenhagen) called attention to pan- 
creatic reactions which occur in association with 
pelvic inflammation in women. 

PateL (Lyons) cited 2 cases of chronic pancreatitis 
with icterus in which he obtained excellent results 
from cholecystogastrostomy. He finds the tech- 
nique of this procedure easier than that of chole- 
cystoduodenostomy and believes the objections to 
the method are more theoretical than real. He cited 
also a case of a subacute type of pancreatitis with 
pseudocystic development in which cure resulted 
from incision and marsupialization. 

BERARD and Matiet-Guy (Lyons) stated that 
the type of chronic pancreatitis without biliary re- 
tention but with pyloric stenosis is treated better by 
cholecystostomy than by gastro-enterostomy. They 
believe that biliary infection plays an important 
part in the development of pancreatitis, and that 
the role of digestive lesions is doubtful. They are of 
the opinion that syphilis is a more important factor 
than is generally believed. They regard cholecysto- 
gastrostomy as the operation of choice in the ma- 
jority of cases. Jacos E. Kier, M.D. 


Hess, J. H.: Splenic Puncture as a Diagnostic Pro- 
cedure in Infancy and Childhood. Ann. Int. 
Med., 1930, iv, 467. 


In the diagnosis of enlargements of the spleen in 
childhood the author uses the following procedure: 
With the patient in the recumbent position and, 
in the cases of young children who are apt to 
struggle, under partial anesthesia or the influence 
of a sedative, the spleen is held firmly against the 
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abdominal wall with the left hand and punctured 
with a blunt-bevelled 22-gauge needle attached to a 
2- or 2-c.cm. glass syringe. Moderate suction is then 
used. The plunger is not released until the needle 
is withdrawn. Only a few cells are removed. After 
the puncture, from o.2 to 0.3 c.cm. of a 1:1,000 
solution of adrenalin is injected subcutaneously to 
cause contraction of the splenic capsule. 

In the study of the cells removed the May- 
Grunwald-Giemsa stain is used. In addition, 
brilliant cresyl blue is employed to emphasize the 
reticulation of the red cells. 

Splenic puncture may be of value in establishing 
the diagnosis of anamias secondary to defective 
regeneration of the blood cells, such as van Jaksch’s 
syndrome; subacute and chronic cases of aleukamic 
types of myelogenous and lymphatic leukemias; 
Niemann-Pick disease; Gaucher’s disease; and cer- 
tain bacterial and protozoal splenomegalies. It is 
contra-indicated in the symptomatic purpuras, 
hemophilia, acute bacterial infections, hamangio- 
mata, cysts, and malignant tumors of the spleen, 
and all conditions in which the bleeding or clotting 
time is prolonged. 

The article is supplemented by photomicrographs 
of the conditions discussed. 

Joun J. Maroney, M.D. 


McMichael, J.: Local Vascular Changes in Splenic 
Anemia. Edinburgh M.J., 1931, Xxxviii, 1. 

McMichael examined spleens from patients with 
splenic anemia, Egyptian splenomegaly, tuberculo- 
sis of the spleen, and hemolytic jaundice, and car- 
ried out experiments with regard to obstruction of 
the splenic vein and the organization of hemorrhage 
in the spleen. 

He concludes that hyalin degeneration of the pulp 
arteries is a common occurrence after the age of ten 
years, but that it is probably related to involutional 
changes in the lymphoid tissue and of no pathological 
significance. 

Endophlebitis of the splenic vein is probably 
caused by an increase in the portal blood pressure, 
and calcification and thrombosis are secondary phe- 
nomena. ‘Thrombosis of the spleen is not a direct 
cause of splenic anemia. Siderotic nodules in the 
spleen are due to periarterial haemorrhages which 
originate from ellipsoidal capillaries. Congestion of 
the spleen from arterial hypertension or increased 
venous pressure is an important causative factor. 
The periarterial fibrosis of Banti’s disease may 
originate from periarterial haemorrhages. In hepa- 
tolienal fibrosis McMichael has noted a constant 
relation between siderotic nodules and hamatemesis. 
He concludes that both are probably due to increased 
portal blood pressure. art O. Latimer, M.D. 


Bonta, M. B.: Splenectomy in Gaucher’s Disease. 
Arch. Surg., 1930, xxi, 851. 


In 530 cases in which splenectomy was performed 
at the Mayo Clinic during the period of seventeen 
years from 1913 to 1929 inclusive, Gaucher’s dis- 


ease was encountered 4 times. All of the patients 
were women. Their ages at the time operation was 
performed ranged from twenty-six to thirty-six 
years. There was no history of a familial tendency 
to the disease in any of the cases. Two of the 4 
patients were definitely known to belong to the 
Jewish race. 

Gaucher’s disease may not have any particular 
effect on the general health. The unusual spleno- 
megaly is the most frequent cause leading the patient 
to seek medical aid. In 3 of the cases reviewed there 
was no anemia. 

Three of the 4 patients have enjoyed periods of 
good health following splenectomy, ranging from 
seven months to almost ten years. The patient 
who died lived for more than two years alter 
splenectomy. The cause of her death was cerebral 
hemorrhage. 

Nothing significant has been discovered in the 
blood picture of Gaucher’s disease to establish the 
diagnosis. The removal of a lymph node, splenic 
puncture, or trephining of the bone marrow would 
seem to be justified to determine whether a case 
of obscure splenomegaly belongs to the group of 
Gaucher’s disease. The roentgenographic changes 
in the bones may also be of great value in the 
diagnosis. Hemorrhagic diathesis may be an out- 
standing feature of the disease. 

Gaucher’s disease in the female does not preclude 
the possibility of pregnancy, but may possibly have 
an effect on menstrual life. In 1 of the cases re- 
viewed there was an abrupt cessation of menstrua- 
tion in the thirty-fourth year. In another there has 
been a long period of amenorrhcea since the splenec- 
tomy, but this may have been due in part to pre- 
vious radiotherapy. 

Splenectomy for Gaucher’s disease, although not 
to be regarded as curative, must be looked upon as 
a means of affording great relief and possibly of 
indefinitely arresting the course of the malady. 


MISCELLANEOUS 


Bailey, H.: Purpura as an Acute Abdominal Emer- 
gency. Brit. J. Surg., 1930, xviii, 234. 

While purpura is frequently mistaken for an 
acute abdominal emergency, it occasionally con- 
stitutes such an emergency as it may give rise to 
intussusception. The diagnosis of the rash is often 
confusing, but when the rash is confined to the 
extremities, the purpuric spots are always most 
numerous on the extensor surface. When there is 
any doubt in the diagnosis the tourniquet test 
should be used. This consists in the application of a 
soft rubber catheter rather tightly around the arm 
for three minutes. When purpura is present, 
petechial hemorrhages appear distal to the con- 
stricted area. Extravasation of blood into the wall 
of the gut may give signs and symptoms of peri- 
tonitis, and subserosal hemorrhage may interfere 
with the movement of the gut and produce symptoms 
of intestinal obstruction. 
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Bailey reports the case of a boy eight years of age 
who presented the typical picture of intestinal ob- 
struction with purpura. Purpuric spots were found 
on the buttocks, but it was thought that the patient 
might have a concomitant intussusception. At 
laparotomy, evidence of extravasated blood beneath 
the serosa was found in about 4 ft. of jejunum. 
Uneventful recovery followed the administration of 
calcium lactate. 

In the case of a patient aged twenty-one years, 
evidence of acute intestinal obstruction was present 
for forty-eight hours and a typical purpuric rash 
appeared on the extremities. Operation was not 
performed. The patient made an uneventful re- 
covery, but was admitted to the hospital several 
months later with similar symptoms and a history 
of attacks of colic and vomiting at weekly intervals. 
Because of the low platelet count, splenectomy was 
done. The operation was apparently followed by 
cure. 

The author has collected from the literature 
fifteen cases in which hemorrhage into the wall of 
the intestine was found at laparotomy. In several, 
a palpable abdominal tumor was present. At op- 
eration, the condition looked somewhat like the 
bloody extravasation seen in mesenteric thrombosis. 

Acute intestinal obstruction may occur simul- 
taneously with purpura, as in a case seen by Donald- 
son, which the author reports. Donaldson’s patient, 
a boy of eleven years, had an attack of purpura with 
acute abdominal symptoms and the passage of 
blood by rectum. During convalescence, he had an 
attack of acute intestinal obstruction. At lapa- 
rotomy, a tubular constriction of the intestine 12 
in. long was found about 5 ft. above the ileocecal 
valve. Lateral anastomosis was followed by re- 
covery. The author agrees with Donaldson that the 
constriction in this case was a direct result of the 
extravasation of blood. 

Bailey has collected from the literature fourteen 
cases of purpura complicated by intussusception. 
Nine were treated by operation. Seven of the nine 
patients operated upon recovered completely. In 
four cases it was necessary to resect the intussuscep- 
tion. Three of the patients subjected to such resec- 
tion recovered. 

In conclusion, Bailey says that in cases in which 
a diagnosis of purpura is made and the abdominal 
symptoms persist, it is probably best to perform an 
exploratory laparotomy because of the possibility 
of intussusception and also of intestinal obstruction 
produced by other causes. In all chronic and recur- 
rent cases, splenectomy should be considered. The 
most valuable guide is the platelet count. 

ALTON OCHSNER, M.D. 


Ogilvie, W. H.: Abdominal Orthopedics. 
Hosp. Rep., Lond., 1930, xxx, 483. 


Guy’s 


In reviewing the physiology of the abdominal wall 
Ogilvie reminds us that the stresses of the abdominal 
wall are preponderatingly in the transverse direc- 
tion. Because of this fact he recommends trans- 
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verse incisions in abdominal surgery. Such incisions 
separate rather than cut the all important lateral 
muscles, spare their nerve supply, and divide the 
tendon of insertion in the line of its fibers so that 
function is recovered rapidly. They depend for their 
security to a very small extent upon the strength of 
sutures and therefore allow movement from the be- 
ginning. They help to preserve the function of the 
skin. The transverse incisions in common use are: 

1. The supra-umbilical, which gives ideal access 
to the stomach, transverse colon, bile ducts, and 
pancreas, and is used for most gall-bladder opera- 
tions. There is practically no bleeding. The perito- 
neum and posterior rectus sheath are easily approx- 
imated. Healing is rapid. Adhesions, if they form, 
lie in the line of the underlying viscera and not 
across them. The resulting scar is strong and in- 
conspicuous. 

2. The lateral abdominal transverse incision, 
which gives an excellent approach to the ascending 
or descending colon or the kidney. 

3. Pfannenstiel’s incision, which is excellent for 
any major infra-umbilical operation. 

4. The curved incision. This is made below the 
umbilical scar in operations for umbilical hernia. 

Ogilvie applies physiological reasoning also to the 
problem of surgical treatment of gastric and duo- 
denal ulceration. He says duodenal ulcers should be 
treated medically unless they give rise to cicatricial 
stenosis or profuse hemorrhage. Pyloric stenosis is 
accompanied by gastric delay and hyposecretion; 
therefore posterior gastro-enterostomy is sound in 
theory and satisfactory in practice. Duodenal ulcers 
giving rise to profuse hemorrhage are usually 
posterior ulcers lying on the head of the pancreas 
and eroding the gastroduodenal artery. Therefore 
they cannot be excised. Gastro-enterostomy offers 
no security against fresh bleeding; moreover, as the 
acidity is often very high and emptying occurs rap- 
idly in these cases the incidence of renewed ulcera- 
tion after gastro-enterostomy is about 20 per cent. 
Therefore the correct treatment is radical gastrec- 
tomy with removal of enough of the stomach to 
insure reduction of the acidity below the danger 
level. In cases of large and chronic gastric ulcer, 
gastrojejunostomy is insufficient and with local re- 
section is unsatisfactory. Partial gastrectomy be- 
comes the routine procedure. The best results are 
obtained by the Pélya operation. 

In cases of persistence of symptoms in the right 
side of the abdomen after operation, visceroptosis 
in general is considered, but especially ptosis of the 
right colon, abnormalities of mesenteric fixation, in- 
testinal stasis, cecal distention, and the common 
pains in the right iliac fossa which are erroneously 
attributed to chronic appendicitis. Many of these 
difficulties can be corrected by the patient. Colo- 
pexy fails because it does not aid the propulsive 
power of the colon. Colectomy fails because it re- 
moves the iieocecal sphincter. A possible operation 
is the procedure suggested by Hurst, transplantation 
of the ileocecal sphincter. Evizaneru CRANSTON. 





240 


Knoflach, J. G.: Intra-Abdominal Torsion of the 
Omentum and Appendices Epiploicz (Ueber 
intraabdominale Torsion des Netzes und der Ap- 
pendices epiploicae). Deutsche. Zischr. f. Chir., 1930, 
CCXXV, 436. 

The syndrome of intra-abdominal torsion of the 
omentum and appendices epiploice is discussed on 
the basis of the literature and two cases seen by 
the author. On account of the great variety of 
topographic-anatomical possibilities, it is not sur- 
prising that the diagnosis is always difficult. The 
symptoms may be acute or subacute. The patient is 
unable to rise or stand without pain. Adhesions are 
present in practically every case and are probably the 
chief cause of the torsion. Nearly always the patient 
comes to operation with a wrong diagnosis. The 
only treatment to be considered is radical operation. 
In the acute stage the indications for radical opera- 
tion are presented by the stormy clinical symptoms, 
and in the recurrent form of the condition they 
are presented by the duration of the pain and the 
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failure of other methods of treatment to give relief, 
WERNER BLockx (Z). 


Shapiro, P. F.: Metastasis of Thyroid Tissue to 
Abdominal Organs. Ann. Surg., 1930, xcii, 1031, 


Shapiro reports a case in which autopsy disclosed 
nodules of thyroid tissue scattered over the omen- 
tum, the peritoneal surface of the intestines, and the 
ovaries. The subject had a nodose goiter, but the 
omental nodules had apparently not arisen from a 
benign metastasizing adenoma. 

Ectopic thyroid tissue has the same potentialities 
as the thyroid tissue in the neck. It may proliferate 
and it may become carcinomatous. Thyroid tissue 
has been found in almost every organ of the body, 
but so far as the author is aware the case reported in 
this article is the first to be recorded in which it was 
discovered in the omentum and peritoneum. Shapiro 
believes that the thyroid tissue in the ovary in his 
case arose from an embryonic thyroid anlage. 

M. HERBERT BARKER, M1). 
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UTERUS 


Parjaktaronic, S.: Myoma Uteri (Myoma uteri). 
Med. Pregl., 1930, Vv, 172. 

The author first discusses the treatment of uterine 
myomata. 

Palliative treatment consists of measures to con- 
trol menorrhagia. These include: (1) absolute rest 
and the use of styptics, especially preparations of 
ergot (combined with calcium-diuretin if hyperten- 
sion is present) and the extract of mammary gland 
recently recommended by Belle and Federoff; (2) 
hot and cold irrigations and tamponade with various 
gauzes saturated with glycerin or alcohol; (3) curet- 
tage followed by the injection into the uterus of a 
10 per cent tincture of iodine, as recommended by 
Bogdanovic and Ostrcil; and (4), in certain cases, 
general treatment with baths and stimulants. 

When palliative treatment fails or is hopeless from 
the first, active treatment directed to the cause is 
indicated. This includes operation and roentgen and 
radium irradiation. Actinotherapy is contra-indi- 
cated in cases of necrotic, gangrenous, submucous 
and subserous polypoid myomata, myomata asso- 
ciated with suppurative inflammation of the adnexa, 
carcinoma, sarcoma, or tumors of the ovary, very 
large myomata, myomata exerting great pressure on 
contiguous organs, calcified myomata, and myomata 
complicated by pregnancy, prolapse of the uterus, or 
hernia. Extensive operation is contra-indicated by 
severe diseases of other organs. 

In the clinic to which the author belongs actino- 
therapy stands in high favor, but because of external 
circumstances the number of cases of myoma treated 
by irradiation is very small. Of 348 patients treated 
between 1924 and 1928, only 23 were irradiated with 
permanently good results. All of the women were 
more than forty years of age. Sixty-one cases were 
treated symptomatically for hemorrhage with good 
results. The remaining 264 patients (75.86 per cent) 
were treated by operation. Operation may be con- 
servative or radical. Conservative operation is suit- 
able for only certain cases. The purpose of this 
operation is to remove the myoma while preserving 
all of the functions of the uterus. Statistics show 
that in cases in which the myoma is the cause of 
sterility, from 12 to 40 per cent of the women 
become pregnant after its removal. Operation can 
be performed during pregnancy. After conserv- 
ative operations, recurrence of myoma is frequent. 
In the cases reviewed by the author its incidence 
Was 1.2 per cent. According to statistics based on 
other cases, it ranges from 2.5 to 12.5 per cent. 

In the radical operative treatment of myoma of 
the uterus, supravaginal amputation can be done 
only if the cervix is free from pathological changes. 


The formation of stump exudates and recurrence cf 
the myoma on the stump are rare. The development 
of carcinoma of the stump is also unusual; in the 
entire literature Fleischmann could find only 50 
cases of carcinomatous change in the stump. Preser- 
vation of the ovaries is not necessary as the meno- 
pausal disturbances are no greater when the ovaries 
are removed than when they are preserved. In the 
clinic to which the author belongs the mortality of 
radical operation is 6.9 per cent. According to 
Doederlein, it ranges from 6 to 8.5 per cent. The 
high mortality is due to postoperative complications. 

In the author’s clinic, total extirpation is done in 


all severe cases such as those of large cervical and 


intraligamentous myomata and those of uterine 
myomata associated with tumors of the adnexa, car- 
cinoma, or sarcoma. The mortality is 11.6 per cent. 
Ostrcil gives the mortality as 1.7 per cent; Stoeckel, 
as 4 per cent; and Bumm as 6.9 per cent. Vaginal 
total extirpation is of advantage in the cases of 
elderly and fat women, but so far has been done only 
twice in the clinic to which the author belongs. Of 
the radical operations, supravaginal amputation 
offers the greatest advantages as it is technically 
very simple and is safest from the standpoints of 
asepsis and hemostasis. Moreover, it leaves the 
vagina anatomically and functionally intact. 

The incidence of postoperative complications after 
radical operations cannot be determined with cer- 
tainty since it varies greatly and depends on many 
factors. In the 264 surgically treated cases reviewed 
by the author, laparotomy was performed 170 times 
with total extirpation in 17 cases, supravaginal am- 
putation in 147, and enucleation in 6. In the 094 
vaginal operations, total extirpation was done only 
twice. In 14 cases the myoma was complicated by 
suppurative tumors of the adnexa; in 6 cases, by 
ovarian or parovarian cysts; and in 2 cases, by car- 
cinoma of the body of the uterus. In 1 case, one of 
the horns of a bicornate uterus was myomatous and 
the other horn contained a pregnancy in the sixth 
month. In addition, the patient had a completely 
intact hymen which hardly admitted the index 
finger. In a case of submucous myoma, the uterus 
was ruptured by vaginal twisting-off of the tumor, 
supravaginal amputation therefore becoming neces- 
sary. In 1 case the bladder and rectum were injured. 
Of the 264 women operated upon, 12 (4.5 per cent) 
died. Two of those who died were subjected to total 
abdominal extirpation, and 10 to supravaginal am- 
putation. In the 22 cases in which drainage was 
established there were 3 deaths from peritonitis. 
Causes of death in the other cases were peritonitis 
and pneumonia in 2 cases each, and ileus, embolism, 
shock, the anesthetic, and a lesion of the bladder and 
rectum in 1 case each. 
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Myomata, as such, very seldom injure the health. 
Nevertheless, the prognosis is uncertain because of 
the many secondary complications which may de- 
velop and cannot be foreseen. Vipakovic (G). 


Mack, H. C., and Catherwood, A. E.: The Asch- 
heim-Zondek Reaction in Hydatidiform Mole 
and Malignant Chorionepithelioma. Am. J. 
Obst. & Gynec., 1930, xx, 670. 

Two cases of chorionepithelioma were studied by 
means of the Aschheim-Zondek reaction before, and 
for some time after, the primary operation. Both 
patients are living, and in the case of one of them 
repeated negative reactions following hysterectomy 
and X-ray and colloidal lead therapy have confirmed 
the clinical diagnosis of apparent health. In the case 
of the other, the persistence of a strong positive re- 
action after the same treatment antedated the de- 
velopment of two small metastases in the vagina two 
months after the operation. 

Inonecase of hydatidiform mole, the reaction (Re- 
action 1) was negative six weeks after expulsion of 
the mole. In another case, a strong positive reaction 
persisted for three weeks after delivery and curettage 
and a second curettage, performed ten weeks after 
expulsion of the mole because of prolonged uterine 
hemorrhage associated with subinvolution of the 
uterus, showed well-developed decidua, hydropic 
villi, and isolated chorionic cells in the endometrium. 
There was no evidence of chorionepithelioma. Ex- 
aminations of the urine have continued to give 
positive reactions for six months. 

The amount of hormone of the anterior lobe of the 
pituitary gland which is excreted in cases of hyda- 
tidiform mole and malignant chorionepithelioma is 
greater than the amount excreted during normal 
pregnancy. This hormone is an etiological factor in 
the formation of lutein cysts of the ovary. The 
authors regard the Aschheim-Zondek test as an im- 
portant aid in the diagnosis and prognosis of hyda- 
tidiform mole and malignant chorionepithelioma. 

E. L. Cornet, M.D. 


Jeanneney, Wangermez, and _ Rosset-Bressand: 
Metastases in Cancer of the Uterine Cervix 
(Les metastases dans le cancer du col utérin). 
Gynéc. et obst., 1930, XXii, 97. 

Before radium was employed, few cases of metas- 
tasis in cancer of the cervix were reported, but since 
the introduction of radium therapy the number has 
increased considerably and the opponents of the use 
of radium say that irradiation stimulates metastasis. 

The authors review the literature and discuss 
fifty-one cases of cancer of the cervix in which there 
were blood and lymph metastases at a distance from 
the cervix. They found metastases in twenty-three 
cases that had not been irradiated and in twenty- 
eight cases that had been irradiated. According to 
these findings, the incidence of metastasis is about 
the same in irradiated and non-irradiated cases, but 
as the number of cases treated by irradiation is to- 
day much greater than the number not so treated, 
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there are fewer metastases in irradiated than in non- 
irradiated cases. Moreover, the cases that are 
irradiated are usually much more advanced than 
the cases that are treated surgically. 

Young, who has made systematic roertgen ex- 
aminations of all of his patients before treatment, 
has often found metastatic nodules in bones that 
were not suspected clinically. The longer survival 
after radium treatment often gives latent metastases 
a chance to develop. In some cases metastases 
appear soon after treatment and it is evident that 
the manipulations in the introduction of the radium 
and massive doses favor embolism. Therefore care 
should be exercised in inserting the radium, local 
traumatism, such as curettage and dilatation with- 
out anesthesia, and massive doses should be 
avoided, and the regional glands should be irradiated 
even when they do not appear to be involved. 

Another reason for the apparent increase of 
metastases after radium therapy is that careful and 
repeated examinations are now made of patients 
after irradiation and metastases are found that 
would not have been discovered fifteen years ago 
when inoperable patients were not subjected to fur- 
ther examinations. AuprEY G. MorGan, M.D. 


Zweifel, E.: The Present Status of the Treatment of 
Carcinoma of the Cervix Uteri. Am. J. (ds. 
& Gynec., 1930, XX, 595. 

The methods of treating carcinoma of the cervix 
include surgery, irradiation, and surgery and irradia- 
tion combined. Radical total extirpation can be 
carried out either vaginally or abdominally. Either 
method may be combined with irradiation. Irradia- 
tion may be given with the X-ray, radium, or both. 

Radical abdominal operation results in a cure in 
20 per cent of the cases; radical vaginal operation, in 
17 per cent; and irradiation therapy alone, in 17.7 
per cent. Irradiation may be given before or aiter 
or both before and after operation. 

The combination of irradiation and surgery gives 
better results than surgery alone. Therefore surgery 
should never be performed without irradiation. Ir- 
radiation cures a certain percentage of inoperable 
cases and has practically no mortality. Improve- 
ment of results in carcinoma of the cervix will be 
obtained chiefly from improvement in diagnostic 
methods. This is evident from the results of I. 
Zweifel who obtained a permanent cure in 87 per 
cent of a series of cases which were diagnosed early. 

Education of women to present themselves for 
diagnosis for every irregular vaginal bleeding is of 
prime importance. This should be a function of the 
Committees on Cancer Control and Hygiene of the 
League of Nations, and funds for the purpose should 
be collected as for the control of epidemics. 

In the discussion of this report, WARD stated that 
as the number of surgeons who are competent to 
perform a radical operation for cancer of the uterus 
is comparatively small, he does not accept the 
theory that operation alone is better than irradia- 
tion. Of 259 cases of cancer of the cervix seen in the 
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Woman’s Hospital, New York, during a period of 
eleven years and three months, 25.9 per cent were 
operable, the lesion being limited to the cervix, and 
74.1 per cent were beyond that stage. In the cases 
treated with radium the primary mortality was 1.1 
per cent, an absolute cure was obtained in 24.3 per 
cent, and a relative cure in 25.1 per cent. Of 170 
cases treated by Ward’s method with the use of 
radium alone, a cure was obtained in 25.3 per cent. 
Ward believes that small doses of radium with re- 
irradiation whenever indicated (sometimes several 
years after the initial disease) will be found more 
satisfactory than large doses. He stated that more 
time is necessary to prove Zweifel’s contention that 
the combined method will give the best results, and 
until this is proved he will continue to employ ir- 
radiation alone. 

LRETTAUER said that cancer statistics are not a 
reliable index of cancer results. Cancers differ in 
their pathological characteristics and therefore in 
their prognosis, and as long as there is no uniform 
method of grouping the cases statistics are mis- 
leading. With the use of pre-operative irradiation, 
complications such as vesical and urethral fistulae 
will become more frequent on account of technical 
ditiiculties caused by the irradiation. Cancer of the 
cervix is much less frequent in women of the Jewish 
race than in others. 

Von MiKkuticz stated that for the last year and a 
half the Stoeckel Clinic in Berlin has been treating 
all cases of carcinoma of the cervix by operation 
combined with radium irradiation. Every patient 
first receives 2 radium irradiations of from 5,000 
to 6,000 mgm.-hrs. distributed over the cervix and 
vagina. Three months after the beginning of the 
treatment in cases in which operation is possible (a 
large number of primarily inoperable cases become 
operable as the result of the irradiation) the Schauta- 
Stoeckel radical hysterectomy is performed. The 
operative mortality is between 7 and 8 per cent. 
After complete convalescence, a deep X-ray irradia- 
tion is given. This is administered also in cases which 
did not become operable after the radium irradiation. 

HerALy stated that in his opinion surgery is of 
very little value in carcinoma of the cervix except 
in cases in which the disease fails to respond to ir- 
radiation therapy satisfactorily and the uterus still 
remains surgically removable. If further irradiation 
is attempted in cases of the latter type persistent 
necrotic and painful ulcers will result. Hysterect- 
omy will at least heal over the vaginal vault and 
render the patient more comfortable. External 
high-voltage X-ray irradiation gives better results 
than low-voltage X-ray irradiation. Healy recom- 
mends high-voltage X-ray irradiation as a routine 
procedure in all unfavorable cases. 

STONE stated that at the present time a diagnosis 
of cancer of the cervix without any indication of the 
tvpe of the cancer means nothing. He believes that 
the study of the histological characteristics of the 
various types of malignant tumors will aid mate- 
rially in the choice of the method of treatment. 
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McGLINN said that good results are determined 
chiefly by early diagnosis and this is dependent 
upon education of the public and the doctor. 

TAussic called attention to the fact that in spite 
of the efforts which have been made to educate the 
public and the doctor there has been very little im- 
provement in the incidence of cure. People still fear 
to come to the doctor for treatment. 

FARRAR emphasized that while the application of 
radium can be learned quickly, skill in the technique 
of the Wertheim operation is acquired only over a 
period of years. E. L. CornE tt, M.D. 


Weibel, W.: Operation and Irradiation in Cancer 
of the Uterus (Operieren und Bestrahlen beim 
Gebaermutterkrebs). Strahlenthera pic, 1930, Xxxvii, 
302. 

In view of the great variation in material, meth- 
ods of treatment, and individuality of attending 
physicians it is difficult to decide which is the best 
method of treatment for carcinoma of the uterus. 
Even statistics are difficult to compare because of 
the many factors which must be considered. The 
fight against cancer of the uterus must be better 
organized. The author believes that substantial 
progress might be made if a large number of institu- 
tions with abundant material would use a definite 
method of treatment with an exactly similar tech- 
nique. 

Today it appears to have been established that 
operation in early cases of carcinoma of the cervix 
and in operable carcinoma of the corpus gives a 
higher percentage of cures than irradiation therapy 
alone and that in about 1o per cent of inoperable 
cases a cure may be obtained by the use of radium. 
In other cases, approximately the same results may 
be obtained by operation followed with irradiation 
treatment or by irradiation therapy alone. A par- 
ticular advantage of irradiation therapy is its low 
primary mortality, of from 1 to 3 per cent. The 
radical operation performed by the vaginal route 
has a primary mortality of more than 3 per cent and 
the radical operation performed by the abdominal 
route, a primary mortality of more than 20 per cent. 
It would be well to search for a combination of 
methods with the advantages of each. 

The author operates in all suitable cases and gives 
postoperative irradiation treatments, repeating the 
latter for a long time once or twice yearly even when 
there are no indications of recurrence. In inoperable 
cases he gives combined irradiation with the roent- 
gen rays and radium. Rump (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Capecchi, E.: Strangulation and Torsion of the 
Pedicle in Congenital Tubo-Ovarian Hernia 
(Sullo strozzamento e sulla torsione del pedunculo 
nelle ernie tubo-ovariche congenite).  Policlin., 
Rome, 1930, Xxxvii, sez. chir. 490. 


The case reported was that of a child six months 
of age. When the child was four months old the 
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mother noticed a small swelling in the left inguinal 
region, but paid no attention to it. Two days before 
the child was admitted to the hospital the swelling 
became hot and painful and vomiting occurred 
three times. At the time of her admission the ab- 
domen was somewhat distended and the tempera- 
ture 37.3 degrees C., but the general condition was 
good. A diagnosis of ordinary inguinal hernia was 
made and operation performed. The contents of the 
sac were found to be a congested ovary and fallopian 
tube. A Bassini operation was done and the child 
discharged well after twelve days. 

Inguinal hernia of the adnexa is relatively fre- 
quent in childhood, particularly during the first year 
of life. The mother generally notices a small swelling 
in the inguinal region which, as a rule, is at first 
reducible. If a physician is consulted at this stage 
he is apt to make a diagnosis of ordinary simple re- 
ducible inguinal hernia unless he thinks of the possi- 
bility of tubo-ovarian hernia. If the hernia becomes 
strangulated, it becomes painful and vomiting oc- 
curs. Rectal examination discloses at the inner ring 
of the inguinal canal a slender pedicle which can be 
followed up to the uterus. This is the fallopian tube. 
If operation is not performed, the local condition 
becomes worse, with the development of redness, 
inflammation, and pain. The general condition is 
not very seriously affected even in the cases of pa- 
tients not operated upon until from eight to twelve 
days after the strangulation. 

As a rule the nature of the contents of the hernia 
is not determined until operation. However, her- 
niation of the adnexa is suggested by the contrast be- 
tween the poor local condition and the good general 
condition, the absence of obstruction to the passage 
of gas, and palpation of the fallopian tube in the 
inguinal ring on rectal examination. Failure to make 
a definite diagnosis is probably due partly to failure 
to consider the possibility of tubo-ovarian hernia. 
Of the seventy cases reported in the literature, the 
nature of the contents of the sac was determined 
before operation was performed in only nine (12.8 
per cent). 

Tubo-ovarian hernia may be confused with in- 
guinal adenitis, but on careful examination the sur- 
face of the ovary will be found less regular than the 
surface of a gland and to be connected with the 
uterus. It may be confused also with cyst of Nuck’s 
canal, but the latter is always fixed and irreducible 
while even in cases of strangulated tubo-ovarian 
hernia there is generally a history of a period of re- 
ducibility. The vomiting in tubo-ovarian hernia is a 
reflex and improves in a few days, whereas the vomit- 
ing associated with strangulated intestinal hernia 
grows worse and gradually becomes fecaloid. It is 
impossible to differentiate clinically between true 
strangulation of a tubo-ovarian hernia and simple 
torsion of the pedicle. 

Operation should be performed as soon as signs of 
strangulation develop. The technique is the same 
as that for ordinary inguinal hernia. As a rule the 
condition of the tube and ovary is such that re- 
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duction would be associated with the danger of 
causing peritonitis. Therefore resection is usually 
necessary. Of the seventy cases which are re- 
ported in the literature, reduction was possible in 
only four. 

Before resection, an examination should be made 
to see if there is any thrombosis of the utero-ovarian 
vessels. Ligation in a thrombotic tract may cause 
fatal embolism. The only death from operation in 
the seventy cases reviewed from the literature was 
due to embolism. The results of operation are gen- 
erally excellent in spite of the extreme youth of the 
patients. Aubrey G. Morcan, M.D. 


Holland, W. W.: Primary Carcinoma of the Fal- 
lopian Tubes. Surg., Gynec. & Obst., 1930, li, 6383. 

In a review of cases in which the fallopian tubes 
were removed at the Mayo Clinic during the period 
of 1910 to 1928, the author was able to find only 
9 cases of primary carcinoma of the fallopian tubes. 
As approximately 10,000 tubes were removed, the 
incidence of the condition was 0.11 per cent. Seven 
of the carcinomata were unilateral. The carcino 
matous growth involved the right tube in 3 cases 
and the left tube in 4 cases. Of the series of about 
10,000 tubes, 81 showed definite signs of carcino- 
matous growth, but in 70 the growth was considered 
to be secondary in the tube. So far as could be 
determined, 62 were secondary to carcinoma of the 
ovary and 8 were secondary to carcinoma of the 
uterus. Norris found only 1 primary carcinoma and 
8 secondary carcinomata of the tube in more than 
2,000 gynecological specimens. He reported also 
62 carcinomata of the cervix and 32 malignant 
lesions of the fundus. Novak stated that of approx 
imately 12,000 fallopian tubes studied at the Johns 
Hopkins Hospital, Baltimore, up to December 31, 
1927, primary carcinoma was found in only 5, its 
incidence being therefore 0.04 per cent. Such sta 
tistics certainly do not indicate that inflammation 
plays such an important part in the development of 
carcinoma of the fallopian tube as has been sup 
posed by some. 

With regard to the age incidence, the author 
found that of 189 cases in which the age was re 
corded, the condition occurred between the ages of 
forty and fifty years in go (47 per cent). According 
to Mantel, the oldest patient on record was seventy 
three years of age. The youngest patient so far on 
record (one of those treated at the Mayo Clinic) 
was twenty-six years old. According to Sanger and 
Barth, carcinoma of the fallopian tubes is must 
common at about the climacteric. Of the patients 
whose cases are reviewed by the author, 4 were 
between twenty-five and thirty years of age; 6 be- 
tween thirty and thirty-five years; 24 (13 per cent) 
between thirty-five and forty years; 44 (23 per cent) 
between forty and forty-five years; 46 (24 per 
cent) between forty-five and fifty years; 35 (18 per 
cent) between fifty and fifty-five years; 23 (i2 
per cent) between fifty-five and sixty years; 5 be- 
tween sixty and sixty-five years; 1 between sixty- 
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five and seventy years; and 1 between seventy and 
seventy-five years. 


Gallagher, W. J.: Primary Carcinoma of the 
Fallopian Tube. J. Missouri State M. Ass., 1930, 
XXvii, 522. 

To the 196 cases of primary carcinoma of the 
fallopian tubes collected by Wechsler in 1926, the 
author adds 42 cases which he has collected from the 
literature since that time and a case of his own. 

Primary carcinoma of the fallopian tubes is most 
frequent between the ages of forty-five and fifty 
years. Its most constant sign is pain, which was 
present in 56 per cent of the cases on record. Pelvic 
examination discloses a mass adjoining the uterus, 
but an accurate pre-operative diagnosis is extremely 
difficult. Early removal of both tubes and ovaries 
and the uterus together with a wide marginal area 
offers the best chance for permanent recovery. The 
prognosis is generally doubtful. Of 37 cases in which 
the ultimate outcome is known, death occurred from 
recurrence in 20. 

The case reported by the author was that of a 
woman fifty-two years of age. A pre-operative diag- 
nosis of fibroid uterus was made because of the 
presence of a tumor in the left lower quadrant. At 
operation, the left tube was found to be swollen at 
the distal end and the left ovary to be cystic. Micro- 
scopic examination of the tube revealed a medullary 
carcinoma. The patient recovered and at the time 
this report was made, five months after the opera- 
tion, was in good condition. 

Lropotp GoLpsTEIN, M.D. 


Winter, E. W.: The Internal Secretion of the 
Corpus Luteum (Beitrag zur inneren Sekretion des 
Corpus luteum). Arch. f. Gynaek., 1930, cxli, 548. 

The author succeeded in obtaining an cestrus- 
inhibiting corpus luteum extract by the following 
extraction technique: 

Strictly fresh, solid corpus luteum from the ovaries 
of cows (200 gm.) was divided into small fragments, 
tubbed up with anhydrous sodium sulphate, and 
mixed with ether. After from twelve to twenty 
hours the mixture was filtered and the ether removed 
ina vacuum. In this process the temperature was 
not allowed to go above 4o degrees C. as a tempera- 
ture higher than that will prevent the cestrus- 
inhibiting action of the extract. The residue was 
taken up in acetone. After another period of from 
twelve to twenty hours the solution was again 
filtered and the acetone was removed from the 
acetone-soluble portion in a vacuum. There then 
remained 1.4 c.cm. of a brown oil. 

In the white mouse oestrus was prevented as long 
as desired by the daily injection of from 0.2 to 0.3 
c.cm. of the extract. When the injections were 
stopped, the normal cestrual cycle recurred. The 
ovaries of the treated mice were small and showed 
very small follicles. 

The products of a number of other methods of 
extraction which were tried and are described failed 
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to inhibit cestrus. An attempt to obtain the active 
substance in an aqueous solution was also unsuc- 
cessful. 

In experiments on rats in which a fine silk thread 
was drawn through one horn of the uterus by means 
of a flat needle and treatment with 0.4 c.cm. of the 
extract was given for two days before and four days 
after the introduction of the thread a so-called 
placentoma (a histological change of the endome- 
trium with papillary processes into the lumen of the 
uterus which enclosed cyst-like structures) developed 
around the silk thread and the uterus became en- 
larged to twice its normal size. The same changes 
occurred in castrated rats which were brought into 
cestrus by folliculin and then treated in the manner 
described. They were produced also by the hormone 
of the anterior lobe of the pituitary gland. In un- 
treated animals and in animals that were treated 
only after the insertion of the thread the silk thread 
healed in without any reaction even when a much 
larger number of injections (up to twenty) were 
given. On the other hand, the corpus luteum extract 
caused a moderate enlargement of the mammary 
glands and thickening of the uterine horns. 

HARTSTEIN (G). 


Cotte, G.: Cysts of the Corpus Luteum and Amen- 
orrhoea (Kystes du corps jaune et aménorrhée). 
Lyon chir., 1930, xxvii, 613. 


The author reports the cases of three women who 
came to him reporting that the menstrual periods 
were delayed for from twelve to twenty days and 
that they felt just as in their previous pregnancies. 


In each case there was a mass in the adnexa which 
suggested an ectopic pregnancy. Operation was per- 
formed in all of the cases, and in two of them the 
affected ovary was removed although the author 
believes that frequently partial resection or even 
enucleation of the cyst would be suflicient. It is 
often impossible to differentiate between a cyst of 
the corpus luteum and ectopic pregnancy. Under 
such circumstances operative intervention should not 
be delayed. 

A corpus luteum may become cystic at any stage 
in its development, but the effects of the change 
differ according to whether the cyst develops while 
the corpus luteum is progressing or while it is retro- 
gressing. The cyst does not cause amenorrhoea with 
signs of pregnancy unless the cells of the corpus 
luteum are still secreting actively. A _ histological 
study of the characteristics of the lutein cells at 
different stages of their evolution would doubtless 
clear up many obscure biological problems. When 
the author injected fluid from ovarian cysts into 
normal and castrated rats he found that the results 
were quite different according to whether the cysts 
were lutein or follicular cysts. Meyer thinks that 
cyst formation in the corpus luteum may be caused 
by a disturbance of function of the anterior lobe of 
the hypophysis, the hormones of which influence 
not only the maturation but also the luteinization 
of the follicle. Aubrey G. Morcan, M.D. 
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EXTERNAL GENITALIA 


Sharman, A.: Leucorrheea in the Virgin. J. Obst. & 
Gynec. Brit. Emp., 1930, xxxvii, 483. 

The pathogenesis of leucorrhoea is varied and 
often complicated. The author includes in his 
article a tabulation of all possible etiological factors. 

In the majority of ten cases of leucorrhcea in the 
virgin in which very detailed bacteriological studies 
were carried out, a staphylococcus and streptococ- 
cus, a fungus and staphylococcus, or a staphylo- 
coccus and coliform micro-organism were found. 
Trichomonas vaginalis was discovered in none. 

In almost two-thirds of the cases of leucorrhoea in 
the virgin the condition occurs between the twentieth 
and thirtieth year of age. In most cases it is unasso- 
ciated with dysmenorrhcea or any other complaint. 

A follow-up of seventy-six patients showed that 
the results of hospital treatment were unsatisfactory. 

Numerous conditions may be causes or at least 
associated factors, but in many cases no definite 
cause is apparent. 

Anzmia, constipation, and tuberculosis are not 
etiological factors. A ‘‘congenital erosion” is often 
unaccompanied by leucorrhoea, and the latter may 
be quite unrelieved when an erosion, its presumed 
cause, is excised or otherwise “‘cured.”’ 

Leucorrhoea varying in profuseness from time to 
time and associated with prolonged intervals of 
amenorrhcea or very scanty menstruation and iliac 
pain or backache is sometimes present in cases of 
endocrine imbalance of the ovarian or thyro-ovarian 
type. 

Fungus infections of the vagina—thrush and 
yeast—are commoner than is generally believed. 

Although the trichomonas vaginalis was not en- 
countered in the series of cases reviewed, the pos- 
sibility of the presence of this parasite in virgins 
should be borne in mind. 

A careful evaluation of the history must be made. 
It is necessary to determine whether the condition is 
a minor and temporary symptom due to a temporary 
disturbance of the general health or a true, profuse, 
and persistent leucorrhoea. In cases of the first type, 
measures to improve the general health, purgation, 
hematinics, fresh air, and exercise usually effect a 
cure, whereas in those of the second type they are of 
little benefit. 

The patient should be examined under anesthesia. 
A vaginal fresh drop (in normal saline solution) and 
bacteriological smears and cultures from the vagina 
should be examined. As a rule, smears and cultures 
should be taken also from the cervix and uterine 
cavity, but the vulva and vagina should be ex- 
amined first since, if these parts are found to be the 
source of the excessive discharge, dilatation of the 
cervix will be unnecessary. 

Indiscriminate douching is to be condemned, not 
only because it is painful, objectionable, and very 
difficult in the cases of virgins unless a special nozzle 
or catheter is used, but also because it is almost of 
no value. 
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Routine dilatation and curettage of the uterus is 
unscientific. The treatment should be based on the 
findings in the particular case. 

When no apparent cause can be discovered, radio- 
stoleum (a mixture of Vitamin D and a concentraic 
of Vitamin A) may be given a trial for at least a 
month. If this fails, cauterization of the cervix with 
the thermocautery should be done. 

Harvey B. MATTHEWS, M.1) 


MISCELLANEOUS 


Donaldson, M.: Radium in Menorrhagia and 
Irregular Uterine Hemorrhage. Brit. 1/. . 
1930, ii, 813. 

Kreitmayer, M. L.: The After-Effects of Intr.- 
Uterine Radium for the Production of the 
Artificial Menopause. Brit. M.J., 1930, ii, 8 


DONALDSON emphasizes the importance of makiiyg 
a diagnosis in cases of irregular uterine hemorrha vc 
and menorrhagia. When there are no gross 
normalities he tries conservative treatment fo: 
few weeks, and if this causes no improvement |) 
explores the uterus. In the cases of women over 
forty years of age the treatment of choice for i: 
regular hemorrhage without gross pathologic«! 
lesions is the induction of the artificial menopause |) 
means of radium. The optimum dose is 50 mgm. 
radium screened with not less than 0.5 mm. «| 
platinum and kept in the uterus for forty-eig!) 
hours. In the cases of young women, the induction 
of temporary amenorrhcea with radium must 
considered when other forms of treatment fail. |) 
such cases larger doses are required to produce 
amenorrhoea and as the position of the ovaries is un 
known it is impossible to be certain of giving a dos: 
that will be efficient and yet not produce permane: 
amenorrhea. 

KREITMAYER reviews the cases of ninety-sev 
women in whom radium irradiation by the techniqui 
advised by Donaldson was given to induce 
artificial menopause in the treatment of excessive 0 
irregular uterine hemorrhage without gross al) 
normality. In all of these cases except nine thi 
initial dose produced amenorrheea. The failures ox 
curred in the younger women. Menopausal symp 
toms were prominent sequele of the treatmen! 
Seventy-six of the patients reported later that the 
were benefited by the treatment and only thre 
stated that their condition was worse. A larg: 
percentage complained of pain, but many had pai! 
before the treatment. Harry M. NEtson, M.D. 


Riddoch, G.: Nervous and Mental Manifestations 
of the Climacteric. Brit. M.J., 1930, ii, 987. 


There are three stages in the clinical picture of th: 


climacteric: (1) the premenopausal, (2) the men 
pausal, and (3) the postmenopausal. The basis 0! 
climacteric symptoms is ovarian insufficiency resu!! 
ing in instability of certain endocrine glands an: 
through these glands, in instability of the autonom: 
nervous system. This physiological disturbance tem- 
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porarily upsets the mental as well as the physical 
balance, giving rise to emotionalism with a general 
tendency toward gloominess, apprehension, and irri- 
tability. The more usual symptoms of the normal 
climacteric are emotional instability, vasomotor re- 
actions, and changes in sex feelings. 

At the onset of the climacteric slight changes in 
the woman’s temperament are noted by the mem- 
bers of her family and by her intimate friends. She 
becomes easily worried, takes a gloomy view of life, 
and seems to be in a state of mild anxiety and appre- 
hension. Her sleep is disturbed by flushes and 
dreams of domestic trouble and she awakes early 
with a worried mind. As the day goes on she im- 
proves, and by afternoon is practically normal. 

The flushes occur in attacks which may be momen- 
tary or last for several minutes, and vary in intensity. 
Frequently they are worse at night when they are 
excited by the warmth of the bed. The longer at- 
tacks may be preceded by headache, palpitation, or 
a sense of oppression in the chest. These symptoms 
cease with the onset of the flush. The flush consists 
of an erythema distributed chiefly to the head and 
neck and accompanied by a general sensation of 
warmth with or without heat waves. 

Mental disorders which may be associated with 
the climacteric are of two varieties—psychoneuroses 
and psychoses. The basic psychoneurotic symptoms 
are anxiety, gloominess, and physical discomfort 
which differ only in degree from the similar symp- 
toms which may be regarded as normal at the time 
of the climacteric. For practical purposes one may 
consider the boundary line between the normal and 
abnormal to have been crossed when emoticnalism 
is persistent and severe enough to lead to a more or 
less pronounced change in behavior and to invalid- 
ism. According to Smith, the climacteric is a cause 
or an associated factor in 8.2 per cent of the cases of 
insanity in women admitted to hospitals for the in- 
sane. Complaints referred to imperfect functioning 
of the intestinal tract, heart, or other organs are 
almost constant, and delusions and hallucinations 
occur at some time in all but the milder cases. De- 
lusions tend to be associated especially with ideas of 
unworthiness, death, and poverty, and are apt to 
have a strong sexual coloring. Phases of inactivity 
occur. These may amount to stupor, but are broken 
by periods of agitation. The danger of suicide is ever 
present and is probably greatest when the depression 
is less severe, as at the beginning and toward the end 
of the illness. Therefore the woman should never be 
left alone. AnTHONY F, Sava, M.D. 


Condamin, R.: Inflammation of the Fibroconnec- 
tive Tissue—Cellulitis—and the Sclerogenic 
Processes of the Connective Tissue of the 
Pelvis in Woman (La fibro-conjonctivite—cellu- 
lite—et les processus sclérogénes du tissu conjonctif 
du bassin chez la femme). Gynécologie, 1930, xxix, 
321, 385, 513, 577: 

In the presence of menstrual or other pelvic con- 
gestion, slightly oedematous tumefactions, small 


247 


beads of various sizes which are painful on pressure 
and disappear when the pressure exerted upon them 
is sufficient and prolonged, are to be found in the 
cul-de-sac of Douglas and complaint is made of a 
sensation of weight in the pelvis and vague pains, 
especially pain on pressure or traction. This is the 
very beginning of cellulitis. If the condition recurs 
regularly at menstruation, a decrease in the supple- 
ness of the cul-de-sac of Douglas will be noted in the 
intervals between periods. The cul-de-sac becomes 
retracted and pressure becomes increasingly painful. 
Spontaneous pain begins, and pain is provoked by 
walking. This is the second stage of cellulitis. After 
some years there is a fibrous transformation of the 
entire thickness of the cul-de-sac of Douglas and the 
uterus and rectum are almost in contact with each 
other because of plastic retraction which has de- 
stroyed the connective tissue between them. This 
is the third stage of cellulitis. The symptoms of this 
stage include pain in the kidneys irradiating into the 
lumbar region, pain in the buttocks and genitocrural 
region, and rheumatoid pains in the shoulders, the 
nape of the neck, and the region of the trigeminal 
nerve. Under massage, these pains cease almost 
completely. Other symptoms are asthenia, neuras 
thenia, and disturbances of micturition and defwca 
tion. 

The treatment of cellulitis of the female pelvis 
should be directed toward obtaining suppleness of 
the fibroplastic tissues, distending the fibrous retrac- 
tions, and maintaining the result by continuous dis- 
tention. The first object is accomplished by massage; 
the second, by hydragogic tamponade, which dimin 
ishes the afflux of blood, increases the absorption 
of exudates, causes regression of the hyperplastic 
tissues, and reduces displacements; and the third, 
by the wearing of a pessary. Supplementary meas 
ures include dilatation of the internal cervical os with 
intra-uterine lavage and cauterization with iodine, 
supplementary surgical interventions or replace 
ments, and special exercises. 

Condamin discusses Stapfer’s pelvic cellulitis, 
congestive, oedematous, and arthritic inflammation 
of the fibroconnective tissue of the pelvis, intlam- 
mation of the fibroconnective tissue around the 
neck of the bladder and in the right iliac fossa, star 
shaped and lateral parametritis, Muller’s periproc- 
titis, Freund’s atrophic parametritis, Schultze’s 
posterior parametritis, and chronic inflammation of 
the fibroconnective tissue of the cul-de-sac of 
Douglas. PACE. 


Hamant, A., Cornil, L., and Mosinger, M.: Tubal 
Endometriosis and Endometrioma (Les ¢tats 
endométrioides. L’endométriose et |l’endométriome 
tubaires. Etude anatomique et clinique). Presse 
méd., Par., xxxviii, 1345. 


Histologically considered, the endometrioma con- 
sists of mucosa of the uterine type which is endowed 
with a remarkable power of infiltrating by way of the 
lymphatics and veins. Only rarely does it degenerate 
into an epithelioma. It is the only tumor the growth 
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of which seems to be intimately related to the func- 
tions of an endocrine gland. Arising in the genital 
tract, it shows all of the phases of the menstrual 
cycle and disappears at the menopause. When there 
are no ovaries there is no endometrioma. The au- 
thors believe that the most important factor in the 
pathogenesis of endometrioma is ovarian dysfunc- 
tion, and that tubal endometrioma, which heretofore 
has been considered merely a histological curios- 
ity, should receive more attention from the pathol- 
ogists. 

The lesions found in the fallopian tubes are of 
three types: 

1. An endometrioid condition in which the tubal 
mucosa shows a more or less gross resemblance to the 
uterine mucosa. The epithelial cells frequently vary 
in form and the pseudoglandular structures fre- 
quently have an irregular cystic aspect. This condi- 
tion is quite often of infectious origin. Nodular 
isthmic salpingitis (Chiari) and adenomyoma of the 
tubes (von Recklinghausen) should be studied with 
tubal endometriosis and endometrioma because, 
whether inflammatory or not, lesions of this type 
favor the development of endometriomata. 

2. Tubal endometriosis, characterized by trans- 
formation of the normal fibrillary chorion into a 
cytogenic chorion (adenocytose and adenocyto- 
myosis of Lahm). 
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3. Tubal endometrioma, a benign tumor resulting 
from the proliferation of mucosa of a uterine char- 
acter, which invades the wall of the tube and extends 
by continuity to the neighboring organs. In short, a 
proliferative endometriosis. 

These three types may be found isolated or to- 
gether. In one and the same tube the authors have 
observed the transformation of an endometrioid |e- 
sion into an endometriosis and endometrioma. 

Clinically, the most common symptom is pain due 
to perimetritis or perisalpingitis, which are frequent 
complications of tubal endometriosis. The usual 
complications of tubal endometriosis and endometri- 
oma are due in part to the menstrual reaction of the 
modified tubal mucosa and in part to the spread of 
the tubal endometriosis to neighboring organs, poly- 
poid or malignant transformation of the endometri- 
oid tissue, or mechanical obstruction of the tube by 
endometriosis. The most important complication is 
extra-uterine pregnancy. 

Preventive treatment consists of minute care at 
gynecological operations. In cases of bilateral lesions 
with perimetritis and perisalpingitis, hysterectomy 
should be done. In cases of circumscribed lesions 
unilateral salpingectomy is apt to be followed by 
recurrence and it is advisable to induce temporary 
castration by radium or X-ray irradiation. 

Jacos E. Kern, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Matthews, H. B.: The Roentgen Ray as an Adjunct 
in Obstetrical Diagnosis. Am. J. Obst. & Gynec., 
1930, XX, 612. 


A positive roentgenogram of the fetal skeleton is 
proof of the existence of pregnancy. This may be 
added as a fourth positive sign of pregnancy and 
may be obtained as early as the fourteenth to 
fifteenth week in 15 per cent of cases, after from 
sixteen to eighteen weeks in 75 per cent, and after 
the eighteenth week in all cases. 

A positive diagnosis of normal and abnormal preg- 
nancy, including many types of fetal abnormalities, 
can be made by roentgen examination provided the 
pregnancy is at or beyond the eighteenth week. The 
farther advanced the pregnancy the more positive 
the diagnosis. 

A positive diagnosis of fetal death can be made 
by roentgen examination apparently within three or 
four days after the death, provided the pregnancy is 
at or beyond the sixteenth week. This is based on 
Horner’s sign and bowing of the vertebral column. 

A positive diagnosis of pregnancy complicating 
fibroids of the uterus can be made by roentgen 
examination, provided the duration of the pregnancy 
is sixteen weeks or more. 

A positive differential diagnosis between preg- 
nancy and pelvic tumor (soft myoma, ovarian cyst, 
etc.) can be made by the roentgen examination 
provided the pregnancy is at or beyond the six- 
teenth week. 

The filming “‘dosage” recommended is perfectly 
safe for the fetus. 

Every patient who is to be delivered by cesarean 
section should have a roentgenogram taken to 
determine the normalcy of the child. 

A positive roentgenogram may be offered in court 
cases as proof of the existence of pregnancy. 

It is highly desirable that the obstetrician co- 
operate with the roentgenologist and thereby help 
to develop, simplify, and popularize roentgen 
examination as an adjunct in obstetrical diagnosis. 

E. L. Cornet, M.D. 


Behney, C. A.: Extra-Uterine Pregnancy. J. Am. M. 
Ass., 1930, XCV, 1557. 

The author reviews 167 cases of extra-uterine 
pregnancy. The condition occurred most frequently 
in women between the twenty-seventh and thirty- 
fifth years of age. The high incidence of anteflexion 
of the uterus and of irregular and delayed menstrua- 
tion indicated an association between ectopic preg- 
nancy and genital hypoplasia. The majority of the 
women were multipare, but as parity increased the 
incidence of ectopic pregnancy decreased. 


Cases of extra-uterine pregnancy may be classi- 
fied clinically into 3 groups. 

The first group are obscure cases of long-standing 
rupture in which encapsulation of the product of 
conception has taken place and symptoms are pro- 
duced by infection of the pelvic hematoma or ad- 
hesions. Of the cases reviewed, 6.5 per cent were of 
this type. 

The second group are the non-urgent cases in 
which there is no necessity for immediate operation. 

The third group are the cases with signs of alarm- 
ing internal hemorrhage in which prompt operation 
is required. Of the cases reviewed, 74.8 per cent 
were of this type. A pulse rate above r1o was ac- 
cepted as the criterion of urgency. 

The most reliable basis for the diagnosis is a his- 
tory of amenorrhoea with recurring pain localized in 
the lower abdomen, metrorrhagia, signs of preg- 
nancy, and a typical pelvic mass. 

Harry M. Ne son, M.D. 


Hellmuth, K., and Timpe, O.: The Change in the 
Amount and Form of the Blood Calcium Dur- 
ing Pregnancy (Die Aenderung des Kalkspiegels 
und der Zustandsform des Calciums in der Schwan- 
gerschaft). Arch. f. Gynack., 1930, cxli, 479. 

In order to solve the problem of the changes in the 
amount and form of the calcium content of the 
blood during pregnancy, a problem that has been 
studied by numerous investigators, including Jansen, 
Bokelmann and Bock, Novak and Porges, Rona and 
Takahashi, von Oettingen, and others, the authors 
undertook further investigations to verify the find- 
ings previously reported. 

The determinations of the amount of calcium in the 
blood serum were made according to the method of 
De Waard on the following groups of women: (1) 
23 non-pregnant women, (2) 41 women in the first 
half of normal pregnancy, (3) 10 women in the 
second half of normal pregnancy, (4) 34 women in 
labor, and (5) 22 women in the puerperium. The 
diet of the women consisted of ordinary mixed foods. 

The blood was taken from an arm vein in the 
morning soon after the women arose, collected in 
4o-c.cm. tubes, and centrifugalized after half an 
hour. The calcium content of the serum obtained 
in this way was found to be as follows: non-pregnant 
women, 10.5 mgm. per cent; women in the first to 
the fifth month of normal pregnancy, 10.2 mgm. per 
cent; women in the sixth to tenth month of normal 
pregnancy, 10.0 mgm. per cent; women in labor, 0.7 
mgm. per cent; and women in the puerperium, 10.2 
mgm. per cent. These figures, which are averages, 
agree favorably with the findings of other investi- 
gators. They show that the calcium content of the 
blood decreases from the beginning of pregnancy, 
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reaches its lowest point during labor, and then rap- 
idly rises again in the puerperium. 

The second part of the investigation consisted of 
determinations of the total calcium and its dialyzable 
portion. So far as possible, these determinations 
were made on one and the same woman at different 
times during pregnancy. The total calcium was de- 
termined according to the method of Kramer and 
Tisdall, and the dialyzable portion in the serum by 
rapid compensation dialysis according to the method 
of Rona, Haurowitz, and Pettow. The dialysis con- 
tainers were made of collodion. The apparatus is 
described and shown in illustrations. Five calcium- 
chloride solutions with a calcium content ranging 
from 6.5 to 2.7 mgm. per 100 c.cm. were used as the 
external fluids. The preparation of these solutions is 
described in detail. Two cubic centimeters of serum 
were always dialyzed against 5 c.cm. of the outer 
fluid for three hours. The figures obtained are 
grouped in a table. The table shows that the total 
calcium, which amounted to 10 mgm. in the fourth 
month, fell to 9.2 mgm. in the tenth month. While 
there was a distinct increase in the values in the 
eighth and ninth months, this was within the limits 
of error of the method (+ 5 per cent) and therefore 
of no special significance. 

In order to obtain the most accurate results pos- 
sible, serial determinations were made in various 
months of pregnancy in the cases of a number of 
the women because the average of single determi- 
nations on different women depends too much upon 
chance. It was found that in one and the same 
woman there was always a distinct decrease in the 
total calcium up to the tenth month of pregnancy, 
and that the dialyzable calcium decreased corres- 
pondingly. From the fourth to the tenth month of 
pregnancy, the dialyzable portion of the total cal- 
cium decreased from 60.4 to 58.1 per cent, and in 
serial determinations on the same woman it aver- 
aged from 50 to 60 per cent of the total calcium. 
It is therefore evident that there is no increase in 
the dialyzable portion of the calcium during the 
course of pregnancy, and the assumption of Bokel- 
mann and Bock of an increase of the dialyzable 
calcium is not justified as the fluctuations fall with- 
in the limits of error. If the assumption that the 
nutrition of the fetus occurs by diffusion through 
the placenta was correct, there would be an in- 
crease in the dialyzable portion of the calcium dur- 
ing the course of pregnancy corresponding to the 
increasing demand for calcium by the fetus. As 
the determinations herewith reported showed no 
such increase, active resorption of calcium through 
the fetus or an activity of the placenta supplying 
calcium to the fetus seems to be a possibility. 

F. Srecert (G). 


Puppel, E.: Placenta Previa (Zur Frage des Placenta 
praevia). Monatsschr. f. Geburtsh. u. Gynaek., 1930, 
Ixxxv, 246. 


The author presents statistics on 73 cases of pla- 
centa previa (16.4 per cent those of primipare) 


which occurred in 7,936 labors. As history of demon- 
strable previous disease of the endometrium was 
given in only 34 cases, the material presented no 
new insight into the causes of the pathological 
nidation. 

The author discusses the therapeutic possibilities 
on the basis of his own results and recommends the 
Braxton-Hicks technique for the general practi- 
tioner. He emphasizes, however, that even this 
procedure requires a certain amount of experience 
in vaginal operations and that it may be very diiii- 
cult to draw the leg of the fetus through a cervical 
canal admitting only 2 fingers without causing injury 
to the mother. He believes that metreurysis is too 
difficult for the general practitioner and tampon- 
ade should be done only to allow transportation of 
the patient to the hospital. On the other hand, 
the hospital can fulfill its obligation to save the 
mother and child only by abdominal cesarean 
section. 

In cases in which cesarean section was performed 
by Puppel there was no maternal mortality and the 
fetal mortality was 8 per cent, whereas in cases of 
vaginal delivery the maternal mortality was 1o.; 
per cent and the fetal mortality 36 per cent. The 
author admits, however, that the maternal mortality 
is not always so low as in one year the mortality in 
his cases of cesarean section performed for most 
varied indications was 8 per cent. He performs ab- 
dominal cesarean section for placenta previa not 
only when there is a living child at term, but also 
when the fetus is dead and there is severe hemor- 
rhage, since by this procedure he is able to obtain 
the most certain and rapid hemostasis. He dis- 
approves of vaginal cesarean section in placenta 
previa because of the fragility of the lower segment 
of the uterus. W. A. Scumipt (G). 


Brandstrup, E.: On the Passage of Some Substances 
from Mother to Fetus in the Last Part of 
Pregnancy. Acta obst. et gynec. Scand., 1930, x, 251. 


The author describes a special technique by which 
it is possible to make concurrent serial analyses of 
the blood of the mother and fetus after intravenous 
injection into the mother of the substance to be 
studied with regard to its passage from the mother 
to the fetus. He then reports the findings of a num- 
ber of experiments on the passage of glucose, sic- 
charose, lactose, arabinose, and xylose. The passage 
of glucose and pentoses is explained as a slow diliu- 
sion through a passive membrane. To disaccharids. 
the placental epithelium is almost impermeable. 


Esch, P.: The Treatment of Hyperemesis Gravi- 
darum (Ueber die Behandlung der Hyperemesis 
gravidarum). Fortschr. d. Therap., 1930, vi, 371. 


Not infrequently the treatment of hyperemesis 
gravidarum is begun too late because the transition 
from emesis to hyperemesis occurs insidiously and 
after its occurrence the vomiting is often regarded 
as being still physiological. Hence it is advisable, at 
least in the cases of women who are delicate, to 
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treat the vomiting early. The patient should have 
her breakfast in bed and should be given small, 
easily digested meals at frequent intervals. Prop- 
erly applied psychotherapy plays an important 
art in the treatment of hyperemesis. Removal of 
the patient from the family also acts in a psycho- 
suggestive manner. Not rarely, the uncontrollable 
vomiting ceases after her transfer to a hospital. In 
not too severe cases drug therapy may be considered. 
As hypochlorhydria is often present, the adminis- 
tration of small amounts of hydrochloric acid are 
indicated. If these measures are not beneficial, 
strict rest in bed is indicated and the administration 
of nutriment by mouth should be temporarily 
stopped. As fluids are absolutely necessary, a 10 
per cent glucose solution should be given by Murphy 
drip. When the fluid is not retained in the rectum, 
an intramuscular infusion of sodium chloride solu- 
tion or normosal is indicated. When there is marked 
loss of strength, the intravenous administration of 
calorose or a 10 per cent glucose solution should be 
considered. For sedation, 0.5 gm. of potassium 
bromide may be added to the infusion. In a con- 
siderable number of cases 5 c.cm. of a 10 per cent 
solution of sodium chloride were injected intra- 
venously with good results. 

At the University Gynecological Clinic, thirty- 
one cases were treated by the measures discussed. 
All of the patients were discharged cured. In 4 
cases, 20 c.cm. of blood or serum from a pregnant 
woman were injected intramuscularly in addition. 
In the case of one patient, who was in a serious 
condition when admitted to the hospital, interrup- 
tion of the pregnancy was necessary. Important 


factors to be considered in determining the ad- 
visability of interruption of the pregnancy are fever, 
icterus, albuminuria, cerebral symptoms (such as 
apathy, unrest, and delirium), acceleration of the 


pulse, and loss of weight. F. T. Mever (G). 

Scriver, W. de M., and Oertel, H.: Necrotic Seques- 
tration of the Kidneys in Pregnancy (Sym- 
metrical Cortical Necrosis). J. Paih. & Bacteriol., 
1930, XXXili, 1071. 

The authors review the literature on necrotic 
sequestration of the kidneys in pregnancy, tabulate 
the findings in the cases recorded to date, and report 
three cases of their own. 

In the majority of cases the condition follows a 
complication of pregnancy. The most frequent com- 
plication is retroplacental hemorrhage. 

There may be no clinical signs to suggest renal 
involvement beforehand. The most common sign is 
edema of greater or lesser degree. Anuria may be 
the first clinical manifestation. This may occur up to 
five days after delivery and in fatal cases lasts from 
two to thirteen days. In general, the duration of life is 
directly proportional to the amount of urine secreted. 

The few studies made on the urine have shown 
albuminuria in all cases and the presence of red 
blood cells in the majority. In examinations of the 
blood the authors found a rapid rise in the nitrog- 


enous constituents with a notably rapid accumula- 
tion of creatinin as compared with the slow increase 
in this substance in chronic interstitial nephritis. 
The findings resembled those in acute obstruction 
resulting from bilateral blockage of the ureters. The 
blood pressure showed a marked variation. 

In their discussion of the pathology of the condi- 
tion, the authors state that necrotic sequestration in 
the kidney of pregnancy is the result of a terminal 
segmentary arterial collapse (vasoparalysis) with 
blood stasis and segmentary thrombosis with prox- 
imal extensions. They conclude that the assumption 
of a paralytic terminal segmentary circulatory down- 
fall (peristasis, prestasis, and stasis) is in better har- 
mony with the findings than the theory of vascular 
spasm and ischemia. Georce W. PHELAN, M.D. 


Brown, R. C.: The Intestinal Origin of Eclampsia. 
Brit. M. J., 1930, ii, 859. 

The pathological changes in eclampsia can be ex- 
plained best on the basis of toxemia. ‘The condi- 
tion appears to have its origin in the pregnant 
uterus, arising either from the fetus or the placenta, 
but most probably from the placenta. It is suggested 
that a primary toxin of unknown origin damages 
the liver so that substances from the portal blood 
pass unchanged into the systemic circulation and 
produce a secondary toxwmia, and that the latter 
is responsible for the convulsions. The fact that 
the periphery of the liver lobule is most affected 
is explained by the assumption that the primary 
toxin is brought there by the hepatic artery and 
takes effect where it is most concentrated. 

In support of this theory the author points out 
that women developing eclampsia usually suffer 
from constipation and indulge in dietetic excesses, 
being therefore in a suitable condition for the de- 
velopment of intestinal toxemia. 

Goopricu C, SCHAUFFLER, M.D. 


Cotte, G.: Cyst of the Corpus Luteum and Preg- 
nancy (Kyste du corps jaune et grossesse). Lyon 
chir., 1930, XXvii, 640. 

The author recently reported three cases in which 
cysts of the corpus luteum caused signs of ectopic 
pregnancy. In the case reported in this article, 
ectopic pregnancy was suggested by a mass in the 
adnexa, but operation disclosed a true pregnancy 
with cystic degeneration of the corpus luteum of 
pregnancy. The cyst was resected with preservation 
of the ovary, and when the patient was last seen the 
pregnancy was progressing normally. 

Histological examination of the specimen showed 
that the corpus luteum was undergoing retrogres- 
sion. The fact that the removal of such a corpus 
luteum in the stage of retrogression may not have 
any effect on pregnancy does not prove that the 
corpus luteum is of no importance in pregnancy. It 
seems quite certain that, after having prepared for 
the mucosal implantation of the ovum, the corpus 
luteum ensures continuation of the pregnancy. 
Recent work by Cornu has shown that, as a rule, 
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the removal of a corpus luteum of pregnancy is fol- 
lowed by abortion. Surgical destruction of the 
corpus luteum, which is equivalent to its retro- 
gression, is followed by submucous uterine haemor- 
rhage which ends in expulsion of the decidua and the 
ovum. The inhibiting action of the corpus luteum 
on hemorrhage is reinforced by the action of the 
implanted ovum. As the pregnancy progresses, the 
developing ovum gradually takes the place of the 
corpus luteum and the influence of the latter de- 
creases progressively. For some time, however, the 
inhibiting action of the ovum is not sufiicient to 
prevent hemorrhage and abortion. During this 
time, the corpus luteum is necessary and its removal 
will cause abortion unless the activity of the ovum 
is exaggerated and sufficient alone to prevent hemor- 
rhage. While an ovum of very great vitality may 
become implanted and develop in spite of poor 
preparation of the mucous membrane and an in- 
sufficient corpus luteum, this is exceptional. 
Aubrey G. Morcan, M.D. 


Eiss, S.: Pregnancy with Bilateral Ovarian Cysts. 
Am. J. Surg., 1930, x, 338. 

In from 14 to 20 per cent of cases of pregnancy 
complicated by an ovarian tumor, abortion or pre- 
mature labor results from incarceration of the tumor 
or the uterus within the pelvis, twisting of the 
pedicle of the tumor, adhesions, pressure from the 
tumor, or infection. When odphorectomy is per- 
formed, interruption of the pregnancy results more 
frequently during the second half of the period of 
gestation than during the first half. Therefore a 


tumor of the ovary discovered during the second 


half of pregnancy should be left alone unless def- 
inite indications for its removal are presented. A 
small tumor which is freely movable and high in the 
abdomen may be left undisturbed without danger 
to the mother or the child. 

The author reports a case in which a diagnosis 
of bilateral ovarian cyst with twisted pedicles or 
rupture of the cysts was made, and operation dis- 
closed a cyst the size of a large melon in the left 
ovary and a cyst the size of a grapefruit in the right 
ovary. Both cysts were ruptured and had twisted 
pedicles. The pregnancy was in about the fourth 
month. Bilateral ojphorectomy was done. The cysts 
were simple cystomata. The patient made an 
uneventful recovery and was delivered at term of a 
living, normal male child. 

Goopricu C, SCHAUFFLER, M.D. 


LABOR AND ITS COMPLICATIONS 


Burger, P.: Spasmodic States of the Uterus and 
Their Treatment (Sur les états spasmodiques de 
Putérus et leur traitement). Gynéc. et obst., 1930, 
XXil, I. 

Spastic states of the uterus during labor are 
characterized by unequal duration of the uterine 
contractions and of the intervals between them, pain 
which is more severe than under normal conditions 
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and most intense in the cervix, and prolongation of 
labor due to very slow dilatation of the cervix. 

The theories advanced to explain these states are 
varied, but all are based on the assumption that 
some resistance to the work of the uterus excites the 
irritability of the musculature. It has been sug- 
gested that the obstacle is a congenitally resistant 
cervix or a cervix that has become rigid as the result 
of inflammatory changes. A congenitally resistant 
cervix is rare, and an apparently sclerotic rigid cervix 
will rapidly dilate following the administration of a 
narcotic. It therefore seems apparent that in most 
cases the origin of the uterine tetany must be sought 
in the body of the uterus. 

Normally, as long as the membranes remain in- 
tact, the uterine muscle slides over the membranes 
as it retracts behind the products of conception. 
When this play between the membranes and utcrine 
wall does not occur, the resistance deranges the 
normal mechanism of dilatation, the myometrium 
becomes irritated, and the contractions become 
spasmodic. Rupture of the membranes is suflicient 
to restore the contractions to normal. Devraine 
has found alterations of the decidua in such cases, 
and the author has often noted a tendency toward 
retention of the membranes after delivery. The 
cause of abnormal adhesion of the membranes to the 
decidua is believed to be a previous infection. 

It is impossible to distinguish between the uterine 
spasm originating in the body of the uterus and that 
originating in the cervix. 

The author’s conduct of slow labor with uterine 
spasm consists, first, in the administration of a nar- 
cotic. This is sufficient in most cases to restore the 
normal course of labor. When it fails, the mem- 
branes are ruptured. When both procedures fail, the 
condition is due to a true organic resistance in the 
cervix which demands radial incisions or possibly 
cesarean section. ALBERT F. De Groat, M.D 


Tagliaferro, P.: A Case of Rupture of the Uterus 
During Labor (A proposito di un caso di rottura 
d’utero in travaglio). Riv. ital. di ginec., 1930, Xi, 
319. 

Many obstetricians claim that rupture of the 
uterus never occurs unless the uterine wall has been 
weakened by disease, scar tissue, or some other 
cause. The author reports a case illustrating some 
of the factors leading to rupture. 

The patient was a multipara of thirty-five years 
whose previous pregnancies and deliveries had been 
normal. During the pregnancy under consideration 
she had had an unusual feeling of tightness and 
distention of the abdomen. On April 30 the mem- 
branes ruptured spontaneously and an abnormally 
large amount of fluid was discharged. Labor pains 
began during the afternoon of May 3. At first they 
were short and occurred at long intervals, but the 
next morning they increased in frequency and 
length. When, at 2 p.m., they were almost con- 
tinuous, the midwife called in a physician. Follow- 
ing the administration of 2 c.cm. of thymophysin 
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the patient complained of general abdominal pain 
and the labor pains stopped. She was then sent to 
the author’s hospital where rupture of the uterus 
was found and after extraction of the fetus and 
placenta total hysterectomy was done. Uneventful 
recovery followed. 

In this case there was evidently a moderate 
degree of hydramnios. The excessive distention of 
the uterus caused inertia for three days. The fetus 
was unusually large (4,200 gm.) and presented by 
the face. The uterus delivered the fetus more or 
less completely into the lower segment, which be- 
came thin. The patient weighed almost 120 kgm. 
and her obesity obscured the symptoms of threat- 
ened uterine rupture. Under these circumstances 
a large dose of thymophysin was given and com- 
pleted the rupture. The author does not think 
that this result argues against the use of thymophysin 
under proper conditions and in the proper dosage. 

Histological examination of the uterine tissues 
showed round-cell infiltration, possibly due to local 
inflammation, which was not surprising in view of 
the long time between the rupture of the membranes 
and the operation. There was an increased amount 
of connective tissue in proportion to the muscle 
iissue in the lower segment. This is not unusual 
in multipare. It is due to the fact that even in 
normal deliveries a number of muscle fibers are rup- 
tured and scar tissue is formed. This is why rupture 
is more common in multipare than in primipare. 

The mortality of uterine rupture under con- 
servative treatment is high. The author thinks 
hysterectomy is preferable in all cases whether the 
rupture is complete or incomplete. Some obstetri- 
cians advocate the use of a Mikulicz drain after 
the operation, but the modern tendency is to close 
the wound completely. The author used a sub- 
cutaneous drainage tube in the case reported be- 
cause of the patient’s obesity and the fact that the 
abdominal wall was soiled. 

In cases in which rupture is to be feared on 
account of a previous cesarean section, abnormal 
presentation, or malformation of the pelvis the 
patient should be kept under observation during 
the last two months of pregnancy. No ecbolic 
should be given, and during labor the patient 
should be watched very carefully for the signs of 
distention of the lower segment and should be told 
not to exercise exaggerated abdominal pressure. 

AuprEY G. Morcan, M.D. 


Hasselblatt, R.: Clinical Studies of Intraperitoneal 
Cesarean Section, Especially the So-Called 
Low Cesarean Section (Klinische Studien ueber 
die intraperitoneale Schnittentbindungen, insbeson- 
dere ueber die s.g. Sectio caesarea profunda). Acta 
obst. et gynec. Scand., 1930, x, Supp. 


The purpose of this article is to report the results 
obtained by abdominal cesarean section at the Uni- 
versity Obstetrical Clinic in Helsingfors and compare 
them with the results obtained under similar con- 
ditions by vaginal operations. 
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The author reviews 275 cases in which abdominal 
cesarean section was performed in the period from 
1900 to 1927. The frequency of abdominal cesarean 
section in relation to the total number of deliveries 
during this period was 275:57,305 or 0.48 per cent. 
In the last ten years it has been 1.03 per cent. 

In 248 cases the technique was that of the low 
cesarean section with, in 14 cases, extraperitoniza- 
tion of the uterine wound. In 17 cases. the classical 
cesarean section was done, and in ro cases a muti- 
lating operation was performed on the child. In 206 
cases (74.91 per cent) the indication was dispropor- 
tion between the pelvis and the fetal head; in 13 
cases, placenta previa; in 29 cases, eclampsia and 
related conditions; and in 27 cases, miscellaneous 
conditions. 

In 49 cases (17.82 per cent) sterilization was done 
in addition. In the cases of multipar without living 
children and in those of primipare, sterilization was 
done only exceptionally. 

The maternal mortality was 8 deaths (2.91 per 
cent). If 4 cases of eclampsia are subtracted, it was 
1.47 per cent. The gross fetal mortality was 6.9 
per cent, and the corrected fetal mortality 3.02 per 
cent. In the cases of low cesarean section the ma- 
ternal mortality was 1.47 per cent and the fetal 
mortality 2.42 per cent. The total puerperal mor- 
bidity was 23.22 per cent. 

There was no evidence in these cases that the 
rupture of the membranes was of any decisive im- 
portance in the mortality or morbidity. Neither 
was there any indication that vaginal examinations 
carried out in accordance with the demands of 
asepsis are so dangerous that they should be re- 
placed by other methods. 

Recently a bimanual examination has been made 
in all borderline cases of disproportion since in this 
way it is possible to prevent many unsuccessful high 
forceps applications and also many unnecessary 
cesarean sections. During the period from 1925 to 
1928, 9,158 women were delivered in the Clinic. 
Of these, 774 (8.43 per cent) had a narrow pelvis. 
Spontaneous delivery occurred in 504 (65.12 per 
cent) of the cases of narrow pelvis and an abdominal 
cesarean section was performed in 107 (13.12 per 
cent). Of 67,661 women delivered in a number of 
Scandinavian clinics, 634 (0.94 per cent) were found 
to have a narrow pelvis, and of the latter 145 (22.89 
per cent) were subjected to cesarean section. It is 
therefore evident that the attitude of the University 
Obstetrical Clinic in Helsingfors with regard to dis- 
proportion as an indication for cesarean section has 
been more conservative than that of Scandinavian 
clinics. In the Helsingfors clinic the maternal mor- 
tality due to disproportion has been reduced by low 
cesarean section by one-half as compared with the 
mortality associated with delivery by the natural 
passages, and the fetal mortality has been reduced 
from 41.86 to 1.61 per cent. 

Of the 226 women who survived operation in the 
cases reviewed by the author, 196 (83.76 per cent) 
were followed up. Of those who had had 1 abdomi- 
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nal cesarean section, 49 per cent became pregnant 
again, whereas of those who had had 2 cesarean 
sections, 5 per cent, and of those who had had 3, o 
per cent, became pregnant again. 

Of 86 women who had been delivered by low 
cesarean section, 57 (66.28 per cent) had had another 
abdominal cesarean section. In 2 (2.33 per cent) of 
the 86, rupture of the scar occurred, and in 3 there 
was slight thinning of the scar. An analysis of these 
cases of rupture of the scar and of similar cases 
reported in the literature led to the conclusion that 
extramedian scars often heal poorly. Therefore the 
attempt is now made to make the incision exactly 
in the midline of the uterus. This detail seems to be 
of greater importance for good wound healing than 
was heretofore assumed. 


NEWBORN 


Krukenberg, H.: The Later Fate of Children De- 
livered by Forceps (Ueber das weitere Schicksal 
der durch Zange geborenen Kinder). Zentralbl. f. 
Gynack., 1930, p. 1822. 


It is very difficult to establish the causal relation- 
ship between birth trauma and injury of the child 
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manifested at a later date. It is known that ip- 
jury to the infant may occur in an entirely normal 
delivery. 

The author examined the children who had heen 
delivered by forceps in the Gynecological Clinic oj 
Bonn University between 1912 and 1929. In order 
to have material for comparison, 300 children born 
during the years 1912 to 1914 and 100 children born 
spontaneously but in asphyxia during the years 
1912 to 1928 were re-examined. 

The incidence of permanent injuries from forceps 
was relatively low. In 51 cases of high forceps 
delivery it amounted to 1.9 per cent; in 144 cases 
of delivery with forceps according to the Scanzoni 
method and from the mid-pelvis, to 1.4 per cent: 
and in 739 cases of forceps delivery from the pelvic 
outlet, to 0.13 per cent. 

On the basis of our present knowledge the question 
as to how far birth trauma is related to the cause 
of death or the later development of the child cainot 
be definitely answered. 

In conclusion the author emphasizes that forceps 
delivery should be undertaken only on delinite 
indications on the part of the mother or the chil: 

WILLE (G 
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ADRENAL, KIDNEY, AND URETER 


Le Fur, R.: Pararenal Tumors (Des tumeurs para- 
rénales). Bull. et mém. Soc. d. chirurgiens de Par., 
1930, Xxii, 484. 

Only 122 cases of pararenal tumor have been 
reported to date. These tumors can be divided into 
3 groups: (1) tumors of connective tissue origin, 
(2) epithelial tumors, and (3) mixed tumors con- 
taining epithelial and connective tissue elements. 
Most frequent are those of connective tissue origin— 
fibromata, lipomata, and myxomata and combina- 
tions such as fibrolipomata, myxolipomata, and 
fibromyomata. While histologically these neo- 
plasms fall into the category of benign tumors, 
they show an almost constant tendency to recur. 
Of the pararenal sarcomata, the mixed forms such 
as fibrosarcoma and myosarcoma are the most 
common. The connective tissue tumors originate 
from either the renal capsule or the neighboring 
connective tissue. 

The epithelial tumors are usually cystic and 
derived from the wolffian body. The cysts are 
unilocular and often contain blood. The endothe- 
lium-like lining distinguishes them from traumatic 
cysts, the walls of which are entirely fibrous. There 
are certain polycystic tumors analogous to poly- 
cystic kidney. 


Mixed tumors containing epithelial and con- 


nective tissue elements are rare. Hartmann and 
Lecine have reported a sarcoma containing epithelial 
tubules. Clinically, mixed tumors fall into 2 groups, 
lipomata of the adipose capsule of the kidney and 
true pararenal tumors, usually fibromata, fibro- 
myxomata, and mixed tumors. The former fre- 
quently grow rapidly and reach a large size, sur- 
rounding the kidney. The latter remain pararenal 
(not perirenal), but may form intimate adhesions 
with the kidney capsule. 

The diagnosis is very difficult. Frequently it can 
be established only by operation. The mass may 
present itself as an abdominal or a lumbar tumor, 
depending upon the direction toward which it 
extends. Ureteral catheterization is of aid because 
it usually establishes the integrity of the kidney. 

Metastases are rare, but the growth of the 
tumors is fatally progressive. 

The treatment is always surgical. The route of 
approach will be lumbar or abdominal, depending 
on the size of the tumor and the direction of its 
growth. When the tumor is adherent to the kidney, 
the operation should include nephrectomy. Drain- 
age is necessary; following the removal of a large 
tumor it is best established with a Mikulicz drain. 

The operative mortality, which formerly was 30 per 
cent (Albarran) has been reduced to about 25 per cent. 


Recurrence is extremely frequent even in cases 
of tumors classified as pure lipomata. Therefore all 
pararenal tumors should be approached as though 
they were malignant. 

The author reports 3 cases of his own and reviews 
the histories of 11 others which have been reported 
since the War. Abert F. De Groat, M.D. 


Campbell, M. F.: Perinephritic Abscess. 
Gynec. & Obst., 1930, li, 674. 

In reporting a study of eighty-three cases of 
perinephritic abscess admitted to Bellevue Hospital, 
New York, during the last ten years, Campbell 
states that the condition may simulate clinically a 
number of other conditions and that in one-third of 
the cases reviewed the correct diagnosis was not 
made until autopsy was performed. Sixty-seven of 
the patients were males. The higher incidence of 
such abscesses in males than in females is probably 
due to the higher incidence of cutaneous wounds in 
the male. In the cases reviewed the right and left 
sides were involved with equal frequency. While 
extension of the abscess from one side to the other 
may occur, bilateral involvement is usually the re- 
sult of blood-stream infection. Nearly half of the 
patients whose cases are reviewed were between 
twenty and forty years of age. The youngest was a 
female infant who developed a staphylococcus infec- 
tion of the thumb when seven days old and died of 
sepsis on the thirteenth day. Autopsy in the case 
of this subject revealed bilateral multiple abscesses 
of the renal cortex and an early perinephritic abscess 
on one side. 

Perinephritic abscesses may be of intrarenal or 
extrarenal origin. When they are of intrarenal origin 
there is usually clinical evidence of urinary tract in- 
volvement. Those of extrarenal origin are probably 
the result of infection of the perirenal tissues through 
the retroperitoneal lymphatics or the blood stream 
from some distant focus. The author’s studies indi- 
cate that the majority of perinephritic abscesses are 
of renal origin. 

While most perinephritic abscesses eventually be- 
come clinically manifest, the disease sometimes be- 
comes localized and heals by encapsulation. 

The perirenal fat is enveloped before and behind 
by a fascial layer which, above, is united, but below 
is open and continuous with the loose tissues of the 
true pelvis. In the infrarenal portion both perirenal 
and periureteral fat is to be found. Laterally, the 
envelope is closed, but medially the layers pass over 
the great vessels and may fuse with the vessels of the 
opposite side. Surrounding this fascial sheath is 
another layer of fat—the pararenal fat—which is 
thickest posteriorly where it directly overlies the 
large lumbar vessels. A metastatic abscess formed 
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here may be clinically indistinguishable from a true 
perinephritic abscess. 

A perinephritic abscess which has penetrated the 
posterior fascial layer enters the pararenal fat, 
usually extends upward, and frequently leads to the 
formation of a subphrenic abscess. In two of the 
cases reviewed by the author the perinephritic 
abscess ruptured externally. 

In 80 per cent of cases of perinephritic abscess the 
infection is due to staphylococci. The organisms 
next most frequently responsible are streptococci, 
colon bacilli, pneumococci, and gonococci. Metas- 
tatic perinephritic abscesses may develop during the 
course of an acute infectious disease such as pneu- 
monia, meningitis, influenza, variola, scarlatina, or 
typhoid. The most common suppurative foci of 
origin are infected skin lesions, osteomyelitis, 
respiratory infections, and gastro-intestinal lesions. 

The most common symptoms of perinephritic 
abscess are fever, pain, gastro-intestinal disturb- 
ances, and urinary frequency of sudden onset. The 
pain is usually localized in the loin, particularly in 
the costovertebral angle. It may be sharp and stab- 
bing or merely a dull ache. Hamaturia and pyuria 
sometimes occur. In over half of the cases reviewed 
the duration of the symptoms ranged from three 
days to three weeks. 

There are few lesions in which the diagnosis is 
more difficult. Abdominal rigidity was found in 
fifty-eight of the cases reviewed and a definite mass 
was palpated in fifty-nine. Tumefaction is found in 
at least 75 per cent of all cases, and when present is 
an invaluable sign. Laboratory studies may be of 
aid, especially when urinalysis shows infection and 


the blood count shows leucocytosis. Leucocytosis 


is found in the majority of cases. Stereoscopic 
roentgenography is of special value when it discloses 
obliteration of the margin of the psoas muscle on 
the side of the abscess or lateral spinal curvature 
away from the abscess. 

The treatment indicated is liberal incision of all 
pus pockets and the establishment of drainage. 

In fifty-four surgically treated cases, the mortality 
was 20.4 per cent. BENJAMIN F, Rotter, M.D. 


Raffo, V.: The Effect of Denervation of the Renal 
Peduncle and Ureter in the Production of 
Dilatation of the Upper Urinary Tract (Valore 
dell’ enervazione del peduncolo renale e dell’ 
uretere nella produzione di dilatazioni delle vie 
urinarie superiori). Arch. ital. di urol., 1930, vi, 541. 

Following a review of the literature, the author 
gives protocols of experiments he carried out on 
animals. He found that section of the nerve fibers 
in the renal plexus running in the peduncle caused 
changes in the function of the renal pelvis and 
ureter that were quite marked immediately after 
the operation, but decreased rapidly until they 
disappeared entirely without leaving any demon- 
strable dilatation of the upper urinary tract. 

Decortication of the vessels of the renal peduncle 
was followed by dynamic changes which lasted longer 
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and were more intense than those occurring in the 
first series of experiments, but, like the latter, dis- 
appeared without leaving any dilatation. 

Painting the vessels of the peduncle with isopheny] 
had only a transitory effect on the peristalsis of the 
renal pelvis and the ureter. 

When both section of the nerve fibers running in 
the peduncle and perivascular sympathectomy were 
done, changes of a certain degree of severity were 
brought about in the dynamism of the renal pelvis 
and ureter, but the production of dilatation was 
exceptional. 

Decortication of a circular tract of the ureter did 
not cause serious changes in the nutrition of the 
part, but produced profound changes in the func- 
tion of the renal pelvis and ureter with retention 
and distention of the cavity above the denervated 
section. 

When both decortication of the vessels of the pe- 
duncle and circular decortication of a tract of the 
ureter were done there was rapid abolition of all 
active movement with retention and dilatation of 
the upper urinary tract. 

From his findings the author concludes that mere- 
ly functional disturbances of the renal pelvis and 
ureter without any mechanical cause may produce 
dilatation or dynamic hydronephrosis. 

AupREY G. Morcan, M.1). 


Walters, W.: Resection of the Renal Pelvis for 
Hydronephrosis: Its Complications and Re- 
sults. Surg., Gynec. & Obst., 1930, li, 711. 

Walters describes the technique used in successful 
resections of hydronephrotic renal pelves, and re- 
ports on certain postoperative complications which 
have necessitated secondary nephrectomy. 

Resection of the renal pelvis was performed in 
eleven cases of hydronephrosis. In eight cases (nine 
resections) the results of the operation were excellent. 
In four of these cases the hydronephrosis was bi- 
lateral and the renal pelvis was large and infected. 
In one case bilateral resection was done with an 
interval of three months between the operations. In 
this case also the result was excellent. Practically 
two years have elapsed since the operations, and the 
patient has been completely relieved of all symptoms 
of renal retention or obstruction. This is probably 
the first case of successful resection of bilateral in- 
fected hydronephrotic kidneys to be reported. In 
three additional cases of bilateral hydronephrosis, 
successful resection of one hydronephrotic renal 
pelvis has been performed. Three months will 
elapse before the other renal pelvis is resected. 

Cases of hydronephrosis in which successful re- 
sults followed division of anomalous blood vessels or 
connective tissue sheaths are not included in this 
report. 

In one of the cases in which resection of the renal 
pelvis was performed secondary nephrectomy was ne- 
cessitated by a persistent urinary fistula from occlu- 
sion of the ureter by postoperative infection around 
the ureter, and in two cases it was necessitated by 
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pyelonephritis with cortical abscesses although urine 
was being transmitted successfully from the resected 
renal pelvis to the bladder through the ureter. 
Complete recovery followed the nephrectomy. 

When postoperative stasis occurred in the renal 
pelvis, it was successfully relieved by the introduc- 
tion, through the cystoscope, of an indwelling 
ureteral catheter which was left in place as long as 
the retention persisted. In spite of leakage of urine 
from the anastomosis, with perirenal accumula- 
tion, results may be satisfactory provided drainage 
is sufficient. 

Walters draws the following conclusions: 

1. Resection of the hydronephrotic renal pelvis 
is worthy of consideration when there is sufficient 
normal renal parenchyma and the function and con- 
dition of the other kidney are not entirely satis- 
factory. 

2. Bilateral resection of bilateral hydronephrotic 
kidney may be followed by excellent results. 

3. Postoperative complications such as tempo- 
rary accumulation of urine within the renal pelvis 
immediately subsequent to operation, leakage of 
urine from the pelvic anastomosis, and pyelone- 
phritis may not compromise the end-result of resec- 
tion of the renal pelvis if they are adequately con- 
trolled, but if they do not yield to treatment 
nephrectomy may become necessary and should not 
be long delayed if the opposite kidney is normal. 


Lazarus, J. A.: Heminephrectomy for Calculous 
Pyonephrosis in a Case of Bilateral Duplication 
of the Ureters and Pelves. J. Urvol., 1930, xxiv, 
503. 

Among the frequent anomalies of the genito- 
urinary tract is the double ureter. When duplication 
of the ureter and the renal pelvis is found on one side 
the anomaly may be present also on the other side. 
The ureters usually empty into the bladder. If they 
do, the upper ureter has the lower meatus. 

The incidence of double ureter is believed to be 
between 3 and 4 per cent. The condition is of in- 
terest from the clinical point of view chiefly because 
pathological changes are especially prone to occur 
in kidneys with congenital anomalies. 

The case of duplication of the ureters reported by 
the author was that of a man forty years of age who 
gave a two-year history of pain in the left lumbar 
region and iarge joints, burning on urination, and 
turbidity of the urine. 

Cystoscopic examination disclosed four ureteral 
orifices and pus coming from the upper orifice on the 
left side. A diagnosis of lower pole infection of the 
left kidney was made. At operation, the lower half 
of the left kidney, including the renal pelvis and a 
part of the ureter, was removed and the bleeding 
controlled by the use of a muscle tissue. Decapsula- 
tion was done, a flap of perirenal fat was loosely 
stitched over the sutured pole of the kidney, and a 
rubber tube and dam were placed below for drainage. 

Convalescence was uneventful and postoperative 
cystoscopic examination was essentially negative. 


In conclusion the author emphasizes that double 
kidney should be suspected when the pyelogram 
shows a small, bizarre pelvis, and that in a large per- 
centage of cases of double kidney complicated by 
pathological changes in the upper or lower half, 
heminephrectomy is safe. E-tmMer Hess, M.D. 


Bowen, J. A., and Bennett, G. A.: Squamous-Cell 
Carcinoma of the Kidney Pelvis. J. Urol., 1930, 
Xxiv, 495. 

Squamous-cell carcinoma of the renal pelvis is 
rare. While it is almost symptomless, it is highly 
malignant. 

The authors report the case of a man fifty-seven 
years of age who sought treatment for urinary dis- 
turbances and for coronary disease associated with 
substernal pain radiating down the arms and 
dyspnoea. Roentgen examination of the urinary 
tract revealed a large coral-shaped calculus in the 
left kidney. After this examination the patient was 
transferred to the medical service for treatment of 
the cardiac condition. A month later the left kidney 
was removed. It weighed 120 gm. Pathological 
examination disclosed, at about the proximal end 
of the calculus or the end nearest the renal pelvis, a 
thickening of the pelvic mucosa with the formation 
of a hard gray growth which extended outward along 
the middle calyx and showed extension into the 
upper calyx. The rest of the renal pelvis and the 
calyces were dilated and filled with a thick puriform 
liquid. On microscopic examination, the neoplasm 
was found to be a squamous-cell carcinoma arising 
in the renal pelvis. 

The patient made an uneventful recovery, but six 
months later showed marked cachexia and gave a 
history of pain in the back and loss of weight and 
strength for three months. He was then found to be 
suffering from a generalized metastatic carcinoma 
secondary to the tumor in the pelvis. The early 
recurrence in this case supports the conclusions of 
Scholl and Foulds with regard to the prognosis of 
squamous-cell carcinoma of the kidney. 

ELMER Hess, M.D. 


BLADDER, URETHRA, AND PENIS 


Boeckel, A.: Fourteen Cases of Cancer of the Blad- 
der Treated by Electrocoagulation Directly 
Through a Suprapubic Incision ((uatorze cas de 
cancer de la vessie traités létincélage 4 vessie 
ouverte). Bull. et mém. Soc. d. chirurgiens de Par., 
1930, XXii, 507. 

In the cases of cancer of the bladder reported 
by the author the diagnosis was confirmed by 
biopsy. ‘The immediate results of treatment by 
electrocoagulation were most satisfactory in every 
instance. However, one patient died a month after 
the operation, one died of apoplexy after thirteen 
months, and one died of cachexia after eighteen 
months. 

Eight patients are now in excellent health from 
one year to three years after the treatment. They 
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have been subjected to repeated cystoscopic ex- 
aminations. In two, minute tumors were dis- 
covered in the course of these examinations, but 
were promptly coagulated cystoscopically and have 
not recurred. Two of the patients were treated too 
recently to warrant conclusions as to the end-results. 
One patient cannot be traced. 

If electrocoagulation had not been employed some 
of the patients would have required total cystectomy 
to eradicate the disease, an operation with an im- 
mediate mortality of 52 per cent and a mortality 
within the first year of 30 per cent. 

In the discussion of this report, LAVENANT called 
attention to the general ineffectiveness of X-ray 
and radium therapy and the high mortality not 
only of total, but also of partial, cystectomy. He 
stated that it is not necessary to open the bladder 
routinely for the application of electrocoagulation; 
when accessible, the tumor can be treated as ef- 
fectively through the cystoscope. Opinions differ 
as to whether this form of treatment is palliative 
or curative. In some cases, however, it is followed 
by apparent cure for as long as five years. Cures 
do not seem to depend on the type of the tumor as 
they have been obtained even in cases of tumors 
which are of the most malignant type. 

Le Fur expressed the opinion that the larger 
tumors should always be treated by opening the 
bladder because heavy currents must be employed, 
and because, on account of the extensive sloughs, 
drainage of the bladder is necessary. 

ALBERT F. De Groat, M.D. 


Goldstein, A. E., and Abeshouse, B. S.: Post- 
operative Urinary Incontinence: A Review of 
the Literature and a Report of Cases. Arch. 
Surg., 1930, xxi, 729. 

Incontinence of urine is more common following 
prostatectomy than is suggested by reports in the 
literature and is more frequent after the perineal 
operation than after the suprapubic operation. 

In true or complete incontinence there is urinary 
dribbling at all times. In partial incontinence, drib- 
bling occurs on exertion between urinations or at 
the end of urination. Incontinence may be tempo- 
rary or permanent and may vary in degree from 
time to time. Temporary incontinence lasting several 
days or weeks is rather frequent after prostatectomy, 
but responds well to treatment. In the first few 
days of convalescence the patient should be in- 
structed to start and stop the stream several times 
during the act of urination and to void at frequent 
intervals in order to improve the tone of the vesical 
sphincters. Permanent incontinence is associated 
with some anatomical or mechanical defect involving 
both sphincters and is the result of operative mani- 
pulation. Incontinence may be diurnal or nocturnal. 
Diurnal incontinence is usually partial and tem- 
porary and is manifested when the patient gets up. 
It responds well to therapy. 

Goldstein and Abeshouse review the anatomy and 
nerve supply of the bladder and its sphincters. They 
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state that it can be said with some degree of cer- 
tainty that the spinal cord center for micturition js 
in the lower part of the cord (lumbosacral region) 
and more or less localized to separate segmental 
areas, the center for the bladder-filling mechanism, 
which controls the sphincter area, being in the 
twelfth thoracic and first lumbar segments, and the 
center for the emptying mechanism of the bladder, 
which controls the detrusor muscle, being in the 
second, third, and fourth sacral segments. The spinal 
path for motor impulses from the brain to the blad- 
der is believed to be in the posterior part of the 
pyramidal tract of the lateral column. 

The bladder, like the anus and uterus, has a com- 
bined voluntary and involuntary mechanism. In the 
bladder, this mechanism is called the detrusor me- 
chanism and is made up of a filling and emptying 
system. Both the filling and emptying mechanism 
consist of an inhibiting (relaxing) and an excitator 
(contracting) element which are correlated. The 
bladder, like other viscera, has a double innervation 
wherein impulses transmitted through a parasym- 
pathetic system are antagonistic to those trans- 
mitted through a sympathetic system. The filling 
mechanism is entirely involuntary. The emptying 
mechanism is partly involuntary and partly volun- 
tary. 

The normal voiding reflex is initiated by a sen- 
sation of fullness which stimulates the sensory 
nerves of the bladder. The amount of urine neces- 
sary to induce the desire to void is not constant, 
but varies greatly in the same person and in different 
persons. The determining factor is the intravesical 
pressure rather than the volume of urine in the 
bladder. The threshold of intravesical pressure is 
dependent upon the degree of irritability of the 
bladder wall. Micturition ensues only when the sus- 
tained contraction of the bladder wall has resulted 
in a certain degree of intravesical tension. 

The findings of investigations seem to show that 
normal bladder closure is maintained by the internal 
vesical sphincter; that when the internal sphincter 
is rendered functionless by operative intervention or 
long-continued dilatation and stretching by intra- 
vesical enlargement of the prostate, the external 
sphincter is capable of maintaining bladder closure; 
and that when either the internal or external sphinc- 
ter is rendered functionless normal urination and 
bladder closure can be obtained if the remaining 
sphincter is normal. 

A disturbance of urination such as retention or 
incontinence occurring after suprapubic prostatect- 
omy is practically always due to permanent injury 
to the external sphincter or to a mechanical factor 
interfering with the function of the external or in- 
ternal sphincter such as a loose fragment of pros- 
tatic, urethral, or bladder tissue producing a ba!l- 
valve obstruction or narrowing of the lumen of the 
vesicoprostatic orifice produced by stricture, bar, 
or canopy formation. However, the occurrence 0! 
such unfavorable structural defects within the 
enucleation cavity has been greatly reduced by 
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recent advances in the technique of the suprapubic 
operation whereby the uncertainty of blind enuc- 
leation with the finger has been replaced by accurate 
dissection in a clearly visualized operative field. 
Hemorrhage at the time of operation has been con- 
trolled more completely by ligation of bleeding ves- 
sels and by suturing the torn prostatic capsule and 
vesical wall than by trusting to the uncertainty of 
gauze packs. 

When incontinence follows a perineal operation it 
is always associated with an injury to the sphincteric 
musculature about the vesical neck and posterior 
urethra. Such a complication should not occur as 
frequently as it does as the perineal removal of an 
enlarged prostate is essentially an extra-urethral 
and extravesical operation wherein the hypertrophied 
mass is shelled out of its capsule, both vesical 
sphincters being left intact. 

The usual operative defect associated with in- 
continence is a wide dilatation of both internal and 
external sphincters accompanied by dilatation of the 
membranous and posterior urethra. The muscular 
components of the internal and external sphincter 
are replaced by scar tissue. In the region of the 
internal sphincter, the usual prominence of the 
median portion is absent because of replacement of 
the injured muscles by scar tissue. 

Jacos S. Grove, M.D, 


Susman, M. P.: Paget’s Disease of the Glans Penis. 
J. College Surg. Australasia, 1930, iii, 282. 


The author reports a case which was diagnosed 
clinically as Paget’s disease of the glans penis. 


Biopsy was not obtainable. 

To date, thirty-five cases of extramammary 
Paget’s disease have been reported in the literature. 
In about half of them the disease affected the 
genitals. 

The nature of the condition is not known with 
certainty, but in a case previously reported by the 
author the similarity of the lesion to basal-cell 
carcinoma was very striking. 

The case reported in this article was that of a man 
fifty-six years of age who presented on the glans 
penis several well-defined areas with a red, raw, 
and glazed appearance which had been present for 
six years. The lesions resisted all forms of treat- 
ment, including radium irradiation. There was no 
sign of cancer in the body of the penis. 

Henry L. Sanrorp, M.D. 


GENITAL ORGANS 


Birdsall, J. C.: Torsion of the Testicle. 


Pennsyl- 
vania M. J., 1930, XXxiv, 159. 


Torsion of the spermatic cord occludes the veins 
but does not completely occlude the arteries. Below 
the twist, hemorrhagic infarction occurs. 

The mechanism of torsion of the testicle is of two 
types—the extravaginal and the intravaginal. In 
the extravaginal type the entire tesicular mass ro- 
tates so that the cord is twisted in its extravaginal 
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portion. This is likely to be brought about by sud- 
den dislocation of an undescended testicle, the cause 
being the force producing the dislocation or a sudden 
contraction of the cremaster. The intravaginal type 
depends upon a long and mobile or very narrow 
mesorchium. 

In practically all cases a congenital malformation 
has been found—either imperfect descent or mis- 
placement of the testicle or an abnormal mesorchium. 
The chief factors predisposing to torsion of the tes- 
ticle are trauma and an abnormally long or narrow 
mesorchium. Torsion of the testicle has been known 
to occur four hours after birth. It may occur at any 
age. The exciting cause is usually muscular effort or 
strain. 

The symptoms of torsion of the testicle are of ex- 
tremely sudden onset. A severe sickening pain is 
followed by rapid swelling of the scrotum and usually 
by prostration. Torsion of a right intra-abdominal 
testicle may simulate an attack of appendicitis. 
Torsion of a testicle in the scrotum may be difficult 
to differentiate from acute epididymo-orchitis. ‘Tor- 
sion of an inguinal testicle is frequently confused 
with strangulated hernia. 

The treatment of torsion of the testicle is orchi- 
dectomy. Detorsion may be done when an early 
diagnosis is made, but may be followed by suppura- 
tion or atrophy. Torsion of the other testicle may be 
prevented by everting the sac and suturing the testis 
to the scrotum. 

The author reports four cases. 

ANDREW MCNALLy, M.D. 


MISCELLANEOUS 


Swick, M.: Intravenous Urography by Means of 
the Sodium Salt of 5-Iodo-2- sy» 
Acid. J. Am. M. Ass., 1930, xcv, 14 

Jaches, L.: Intravenous Urography “(Swick Meth- 
od). J. Am. M. Ass., 1930, XCV, 1409. 


SwIck reviews the history of the intravenous use 
of 5-iodo-2-pyridon-N-acetate of sodium as a me- 
dium for urography. When administered intra- 
venously, this drug is excreted in the urine with no 
change in its chemical formula. 

The dose for adults is 40 gm. of the drug dissolved 
in a sufficient quantity of doubly distilled water to 
make approximately 100 c.cm. This solution is fil- 
tered and then sterilized in a water bath for half an 
hour or in the autoclave at a pressure of 15 lb. for 
twenty-five minutes. After complete sterilization 
the solution is injected intravenously with the use 
of syringes and needles sterilized in distilled water. 

The injection is done in two or three stages at 
intervals of from three to five minutes. The first 
roentgenogram is usually taken from fifteen to 
twenty minutes after the last injection. The time 
at which subsequent roentgenograms are made de- 
pends upon the amount of secretion that is visualized 
in the first roentgenogram. Asa rule the subsequent 
roentgenograms are made at intervals of twenty-five 
minutes, but when functional disturbances are pres- 
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ent they are made at intervals of from one to three 
hours. The clarity of the roentgenograms is im- 
proved by compression obtained by the application 
of an air-inflated balloon over the lower abdomen 
for from five to ten minutes prior to and during the 
exposure. 

Dosages as low as 20 gm. and as high as 60 gm. 
have been employed. For children, the dosage of a 
40 per cent solution is as follows: thirteen years of 
age, from 25 to 30 gm.; nine years and up, 25 gm.; 
six years and up, 20 gm.; four years and up, 16 gm.; 
two years, 14 gm., and six months, from 1o to 12 gm. 

During the injection the patient experiences thirst 
and generalized warmth involving particularly the 
face and the region of the bladder. In some cases 
there may be nausea or vomiting, and occasionally 
there is pain along the course of the vein injected. 
Paravenous infiltration causes pain but no necrosis. 

Intravenous urography is of great aid in cases in 
which instrumentation is contra-indicated. It is of 
assistance especially in the diagnosis of conditions 
of the urinary tract in children and in follow-up 
studies in cases in which ureteral transplantation 
has been done. 

In cases of uremia the method is contra-indicated. 
Therefore its use should be preceded by a determi- 
nation of the blood urea. The drug does not seem to 
have any deleterious effect on pulmonary tubercu- 
losis. 

For pyeloscopy the method is feasible only when 
the density of the excreted substance is sufficiently 
great. When function is poor, the results of pyelos- 
copy wil] be correspondingly poor. 

The author emphasizes that intravenous urog- 
raphy with uroselectan does not replace cystoscopy 
and retrograde pyelography. Absence of the opaque 
medium in the urinary tract may be due to a tem- 
porary decrease of renal function not dependent 
upon a pathological condition. It is therefore ad- 
visable to check the findings of urography by cys- 
toscopy, a study of the blood chemistry, and dye 
excretion tests. 

Jacues describes the method used by Swick. He 
states that the patient should be kept on the table 
for at least an hour after the injections, and advo- 
cates compression during the exposures. As a rule 
the best roentgen results are obtained fifteen, thirty- 
five, and sixty minutes after the last injection. After 
sixty minutes, good outlines are obtained only in 
cases of delayed renal function with obstruction. 
Therefore it is important to have each film de- 
veloped immediately in order to determine how long 
the taking of roentgenograms should be continued. 
In some cases the lower ends of the ureters may be 
visualized better by having the patient empty the 
bladder. 

The use of uroselectan should be preceded by a 
study of the blood chemistry and indigo-carmine and 
phenolsulphthalein tests. Intravenous urography 
does not eliminate the retrograde or cystoscopic 
method of pyelography. This is true particularly in 
cases of impaired renal function. 
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The advantages of the method described are that 
it intensifies the kidney shadows; renders instru- 
mentation unnecessary; shows the entire urinary 
tract, including the bladder, at one time; discloses 
anomalies of the urinary tract, such as double ureter, 
that may not be shown by the cystoscopic method: 
is not rendered unsuccessful by stricture of th: 
ureter; eliminates artefacts; and shows, not only the 
anatomy of the urinary tract, but also its function. 

In conclusion the author emphasizes that mer 
non-visualization at a given examination does not 
necessarily denote permanent renal damage. 

J. Sypney Ritter, M.D. 


Kutzmann, A. A.: A New Urographic Medium: 
Emulsified Campiodol. Am. J. Surg., 1930, 
320. 

Campiodol is an approximately 44 per cent mix 
ture of elemental iodine with rapeseed oil. When 
used for urography it is diluted with distilled wate: 
and acacia so that the percentage of iodine is equiva 
lent to that of the sodium iodide solution used for 
roentgenography. The emulsion is miscible with 
water, non-toxic, non-irritating, and inert. In Kut: 
mann’s opinion, it is an excellent medium for uro 
graphic study. J. Sypney Ritter, M.D. 


Rinaldi, R.: Essential Haematuria (La question 
delle ematurie essenziali). Arch. ital. di urol., 1930, 
vi, 624. 

The author discusses the various classifications of 
hematuria and reports two cases. 

His first case was that of a woman twenty-two 
years of age who had been passing blood-staine«! 
urine for three months. There were no othe! 
symptoms. Rest in bed seemed to increase thx 
bleeding. The patient was growing pale and losing 
strength. She said that she had contracted syphilis 
about a year previously and had been treated b 
subcutaneous injections for about two months 
Her Wassermann reaction was 4+, and she had a 
strongly positive tuberculin reaction. There wer 
no gonococci or tubercle bacilli in the urine, ani 
inoculation of urine into guinea pigs was negative. 

Symptomatic treatment with calcium and various 
coagulants had no effect whatever, but following 
an intravenous injection of arsenobenzol the 
hematuria stopped within twenty-four hours. 1! 
did not recur during arsenobenzol treatment. ‘The 
patient gained weight and was discharged with : 
diagnosis of hematuria from syphilis. About a yea: 
later she reported that the hematuria had recurre« 
and she had been subjected to nephrectomy on the 
basis of a diagnosis of tuberculosis of the kidne\ 
Histological examination confirmed the diagnosis 
Since the operation she had been free from hema 
turia. 

The second case was that of a man thirty-seven 
years of age who had always been well until about 
two months before his admission to the hospital, 
when he began to have attacks of colicky pain 
chiefly on the left side. The pain was almost un 
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endurable and was very little affected by sedatives. 
fxamination of the urine showed only traces of 
albumin and nothing else pathological. A diagnosis 
of renal neuralgia was made and denervation and 
decapsulation were performed on the left kidney. 

The patient was discharged at the end of two 
weeks apparently cured, but within a month the 
pain recurred. It was then more severe than before 
and associated with paroxysmal hematuria. Cysto- 
scopic examination showed that the blood came 
from the right kidney. Bacteriological examination 
of the urine was negative. During the attacks of 
pain there was a transitory erythema of the trunk, 
and for a short time there was an urticarioid erup- 
tion. The findings of examination of the blood 
were normal. The bleeding and coagulation times 
were normal, and the Wassermann reaction was 
negative. 


A probable diagnosis of tumor of the right kid- 
ney was made and nephrectomy was done. The 
kidney was small and fixed by numerous adhesions. 
The patient died in collapse on the tenth day. 

Histological examination showed no signs of 
tumor and no inflammation, but revealed enormous 
dilatation of the peritubular capillaries and intra- 
glomerular hemorrhage. There was blood pigment 
in the vessels and in the connective tissue, which 
in places had undergone sclerosis. 

The sudden beginning of the disease, its parox- 
ysmal course, the hematuria, and the terminal 
collapse suggested anaphylaxis, but no cause for 
anaphylaxis could be found. There was some in- 
testinal disturbance, but it was not enough to cause 
digestive anaphylaxis. The author concludes that 
the condition was probably Frank’s anaphylactoid 
purpura. AuprREY G. Morcan, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Genner, V., and Boas, H.: A Case of Generalized 
Osteitis Deformans (Paget) with Secondary 
Malignant Degeneration. Acia. radiol., 1930, xi, 
308. 


Following a brief description of the clinical charac- 
teristics of osteitis deformans based on the first case 
reported by Paget, the authors review the complica- 
tions and the pathologico-anatomical and roent- 
genological changes associated with the disease, the 
various theories as to its etiology, and the difficulties 
in its diagnosis from other affections of the bones, 
notably Recklinghausen’s osteitis fibrosa and certain 
bone tumors. 

They then report a typical case. Their patient 
was a man fifty-one years of age whose condition was 
of about thirty years’ standing. Its course had not 
been attended with any disturbance of the general 
health or with the patient’s fitness for work. It was 
discovered only when the patient was admitted to 
the hospital to be treated for a swelling of the right 
shoulder, the result of an injury sustained a few 
weeks previously. Roentgen examination showed 
that the swelling was due to a malignant neoplasm 
in the osseous tissue and that the patient was suffer- 
ing from a generalized form of osteitis deformans 
(Paget) with typical deformity of certain bones, 
especially those of the lower extremities (saber- 
legs). Death occurred a few weeks later from me- 
tastases. 

Autopsy confirmed the clinical and roentgenologi- 
cal diagnoses. It revealed extensive sarcomatous 
destruction of the right scapula and clavicle and 
partial destruction of the head of the humerus by 
large hemorrhagic tumor masses. 

The patient also suffered from syphilis acquired 
when he was eighteen years old. This condition had 
been poorly treated, the Wassermann reaction re- 
maining strongly positive. 

Another feature of the case was very pronounced 
deafness during the last few months of the patient’s 
life, evidently the result of the otosclerotic processes 
characteristic of the osteitis. 


Franceschini, P., and Magliulo, A.: The Structure 
and Growth of Free Joint Bodies (Sopra la 
struttura e l’accrescimento dei corpi articolari 
liberi). Amn. ital. di chir., 1930, ix, 892. 


The authors review the literature on free joint 
bodies and report a case of free body in the knee. 
In the case reported the joint body appeared four 
years after a fall on the knee. At first it was the 
size of a grain of corn, but when it was removed 
thirteen years later it was found to measure 75 by 


45 by 13 mm. The patient recovered from the ope: 
ation for its removal without complications and at 
the end of a month was able to resume military 
service. Seven months after the operation the knee 
was of normal appearance and there was no trace 
of exudate or periarticular infiltration. 

Histological examination of the cartilage reveale« 
proliferative phenomena which had led to the for 
mation of a large amount of fibrocartilage. This 
finding supports the view that the synovia possesses 
trophic properties. The authors believe that the 
onset of the production of fibrocartilage is due to a 
peculiar development of the elements of the endo: 
teum of the medullary spaces or the constituents of 
the bone marrow. Martin J. Di Cora, M.D. 


Middleton, D. S.: The Pathology of Congenital! 
Torticollis. Brit. J. Surg., 1930, xviii, 188. 


After a clinical and pathological study of ninety 
cases of so-called congenital torticollis, Middleto: 
records findings which support the ischemic theory 
of the formation of that deformity and refute the 
older theories, namely, the congenital, hereditary, 
birth injury, infective myositis, and nervous 
theories. 

The ischemic theory, first suggested by Mikulicz, 
was later supported by Nové-Josserand and Vian 
nay, who investigated the circulatory system of the 
sternomastoid muscle and showed the possibilit, 
of interference with its blood supply during delivery. 
It is the venous obstruction which causes the true 
hemorrhagic infarct described by Kempf and Brooks 
and gives rise to the sternomastoid tumor. Middle- 
ton claims that this pathological formation is pri- 
mary in all cases of congenital torticollis. He be 
lieves that during delivery there may be sufficiently 
prolonged venous obstruction in the sternomastoi«| 
muscle to cause fibrosis. Records show that con 
genital torticollis occurs most frequently in firs! 
born children and those delivered after a long hari 
labor. 

Pathological changes in the skeleton due to the 
influence of congenital torticollis, such as exostosis 
of the clavicle, shortening of the face on the side 
of the affected muscle, and a tendency of the 
cranium to grow or lean toward the affected side, 
are discussed. CLARENCE V. BATEMAN, M.D. 


Hellsfors, A.: Duplay’s Disease (Zur Kenntnis der 
Duplayschen Krankheit). Med. Klin., 1930, i, 300. 
Scapulohumeral periarthritis is characterized by : 
(1) limitation of abduction and backward move- 
ment of the arm, (2) a point of tenderness to pressure 
corresponding to the position of the subdeltoid or 
subacromial bursa, (3) an inconstant roentgen shai|- 
ow usually in the region of the greater tuberosit\ 


262 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


of the humerus, due to the deposition of calcium 
salts in the bursa, and (4) fever and swelling in the 
early stages and atrophy of the deltoid muscle later. 

The exciting causes of the condition are infection 
and abnormal demands on the joint. 

In the acute stage the treatment should consist of 
the administration of salicylates and wrapping of the 
joint in cotton dressings. After subsidence of the 
pain, active and passive movements, the application 
of heat, diathermy, and non-specific protein therapy 
are indicated. 

Of twenty-four patients whose cases are reviewed 
by the author, twenty-two were cured and two left 
the hospital before completion of the treatment. 

R. Gutzeir (Z). 


Seifert, E.: Painful Stiffening of the Shoulder: 
Humeroscapular’ Periarthritis (Ueber die 
schmerzhafte Schulterversteifung: Periarthritis hu- 
meroscapularis). 1930: Leipzig, Kabitzsch. 


Seifert discusses painful stiffening of the shoulder 
the primary cause of which is not in the humero- 
scapular joint. He first calls attention to the fact 
that the mechanism of motion includes not only the 
humeroscapular, acromioclavicular, and_ sterno- 
clavicular joints, but also the bursal mechanism of 
two pseudojoints called by Fick ‘‘muscle joints.” 
One of the latter facilitates movement between the 
chest wall and the anterior surface of the shoulder 
blade which is covered by the subscapularis muscle. 
The other is formed by the external surface of the 
capsule of the humeroscapular joint, the undersur- 
face of the deltoid muscle, and a part of the pec- 
toralis major muscle. Passing over this periarticular 
bursal structure are the axillary nerve and the pos- 
terior circumflex humeral artery. Therefore in this 
region is frequently to be found the original site and 
the cause of painful stiffening of the shoulder. When 
traumatic and infectious conditions of the humero- 
scapular joint can be definitely excluded, the con- 
ditions remaining to be ruled out are acromioclavicu- 
lar arthritis, humeroscapular periarthritis in the 
restricted sense of the term, and subdeltoid, sub- 
acromial, and calcareous bursitis. 

Acromioclavicular arthritis is characterized by a 
sharply delimited area of tenderness to pressure at 
the site of the articular space and by pain radiating 
to the shoulder on movement. Chronic arthritis 
shows typical bone changes in the roentgenogram. 
When the diagnosis remains doubtful, an injection 
of novocain into the joint cavity will clear it up. 

Acute inflammatory conditions demand immobili- 
zation and perhaps therapeutic injections of novo- 
cain. In chronic arthritis, resection and the inter- 
position of fat or fascia may be considered. Seifert 
has seen good results from treatment with sufrogel. 

Humeroscapular periarthritis was first described 
by Duplay in 1872 and its syndrome has become gen- 
erally recognized. It runs its course chiefly in the 
described muscle joint which forms the subdeltoid 
bursa. Even a slight disturbance of this bursal 
mechanism must result in noteworthy disturbances 
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in the movements of the shoulder blade. Hama- 
tomata, later adhesions, and the formation of cica- 
tricial tissue may lead to connective tissue ankylosis. 
The disturbances often develop relatively late after 
an apparently harmless contusion of the shoulder. 
As a rule the physician believes that the cause is in 
the shoulder joint as the differences between the soft 
friction rub of the capsule and the harsh, bony scrap- 
ing sound of arthritis are not generally known. 
Over-exertion and awkward movements with tear- 
ing of the capsule or the muscular attachment may 
have exactly the same results. In one-third of the 
cases seen at the Heidelberg Clinic a history of 
trauma was lacking. 

Abduction is the movement most markedly lim- 
ited and forward movement of the arm is least 
affected. Contraction of the muscles may cause 
abnormal elevation of the head of the humerus, and 
in rare instances may result in luxation of the head 
upward and backward. 

In early cases immobilization in abduction is in- 
dicated as there is great danger of adduction con- 
tracture. The older the patient the earlier careful 
movement and massage may be begun. 

In discussing subdeltoid bursitis, Seifert says that 
anatomists do not yet know exactly the tissues of 
origin, development, sites, or number of the sub- 
deltoid bursz or their relation to each other or to 
the shoulder joint. Trauma and infection may re- 
sult in inflammation of such burse. Immobilization, 
the application of heat, and the administration of 
salicylates bring about relief of the symptoms in the 
course of three or four weeks. With regard to cal- 
careous bursitis Seifert says that calcareous deposits 
in the periarticular tissues have no connection with 
the burse. Even operative exposure and histological 
study often show no connection. Very frequently 
such deposits are bilateral, but cause symptoms on 
only one side. This is difficult to understand if it is 
assumed that frictionless functioning of the bursal 
surfaces is necessary for unhindered motion. If con- 
servative measures do not bring relief, operation is 
to be considered. PLENz (Z). 


Rendu: Obstetrical Paralysis of the Upper Ex- 
tremity (Paralysie obstétricale du membre su- 
périeur). Rev. d’orthop., 1930, Xxxvii, 450. 

Obstetricai paralysis of the arm occurs about once 
in 2,000 births. Its most frequent causes are pro- 
longed labor or dystocia demanding the use of for- 
ceps and abnormal presentations necessitating ma- 
nipulation. 

The condition is generally recognized at birth. A 
certain laxity of the shoulder is noticed, and the arm 
hangs limp at the side of the trunk in internal rota- 
tion with the elbow extended and frequently with 
the fingers flexed. There are no skeletal abnormali- 
ties. ‘The X-ray findings are negative. Electrical 
examination is very difficult and unsatisfactory. 

The following clinical varieties are distinguished: 

1. Superior root paralysis of the Duchenne-Erb 
type. This is the most common variety. 
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2. Total paralysis. This is very rare. 

3. Inferior root paralysis of the Klumpke type. 

4. Atypical forms—mixtures of forms. As a rule 
these have a good prognosis. 

5. Forms associated with abnormal embryological 
development. 

The author explains the deformities and describes 
the vicious attitudes, functional and trophic disturb- 
ances, and electrical reactions which follow these 
types of paralysis. He emphasizes that in the roent- 
gen examination it is necessary to roentgenograph 
both shoulders in the same position for comparison. 

The pathological changes associated with obstet- 
rical paralysis vary from bloody infiltration with 
cedema to nerve stretching, lengthening, or rupture. 
In some cases the cerebrospinal fluid contains blood. 
The changes in the skin, cellular tissues, aponeuroses, 
muscles, and tendons are secondary. In rare cases 
there are changes in the bones of the arm with sub- 
luxation, epiphyseal separation, and interference 
with growth. 

The author reviews the theories regarding the 
causes of the nerve lesions. 

In the diagnosis it is necessary to differentiate 
pseudoparalysis, true paralysis due to other than 
obstetrical causes, and the complications found in 
the late cases with contractures and secondary de- 
formities. 

The treatment must be directed toward care of the 
nerve lesions and the prevention of deformities. The 
author questions the value of early operative treat- 
ment of the nerve lesions. For the prevention of de- 
formities he advises the use of a celluloid and plaster 
corset or a metal splint to hold the arm abducted 
and externally rotated. In the surgical treatment, 
Platt’s and Sever’s operations have proved accept- 
able. In some cases tendon transplantation has 
been done. KeLLocG Speep, M.D. 


Blaine, E.S.: Spondylitis Traumatica Tarda (Kuem- 
mell’s Disease). Radiology, 1930, xv, 551. 

Spondylitis traumatica tarda was first described 
by Kuemmell in 1891. It may result from a com- 
paratively slight injury not calling for medical atten- 
tion. The pain following the injury subsides only to 
recur months or years later. X-ray examination dis- 
closes a partially collapsed vertebra which is de- 
creased in size and usually tapers anteriorly. The 
shrinkage is probably due to a disturbance of the 
nutrition of the vertebral body resulting in the slow 
absorption of bone. 

The lesion is frequently discovered accidentally. 
Its demonstration requires a lateral roentgenogram. 

The disability is usually between 10 and 15 per 
cent. The prognosis is good although the symptoms 
are of long duration. 

The pain and bone destruction are much less than 
in tuberculous spondylitis, and there is only a slight, 
if any, gibbus. Compression fractures can be ruled 
out by a roentgenogram taken immediately after the 
injury. The author reports ten cases. 

Maurice L. Date, M.D. 
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Roederer, C.: The Pathogenesis of the Kuemmell- 
Verneuil Syndrome (A propos de la pathogénie du 
syndrome de Kuemmell-Verneuil). Bull. et mém. Sor. 
d. chirurgiens de Par., 1930, xxii, 527. 

The Kuemmell-Verneuil syndrome was known 
long before it was described by either Kuemmell or 
Verneuil. In France it was studied by Bonnet in 
1857 and by Sarrazin in 1859. In 1881, Schede called 
attention to softening of the vertebre secondary to 
trauma. However, Kuemmell was the first definitely 
to distinguish the three stages of the syndrome. (){ 
the various terms which have been applied to the 
condition, ‘‘traumatic spondylosis” is probably the 
most appropriate. 

The course of the condition is very characteristic. 
An injury to the back, often quite insignificant, is 
followed for a time by local pain and occasionally hy 
slight bladder disturbances. Apparent recovery then 
results, but after from two to six months the pain 
recurs in the form of localized pain, girdle pain, and 
pain radiating along the nerves originating in the 
affected segments which become increasingly more 
severe, and a rigid kyphosis or gibbus appears. 

As an injury to the back may be followed hy 
numerous other spinal affections with a similar his 
tory, the diagnosis must be made with caution. For 
the diagnosis of Kuemmell-Verneuil syndrome three 
factors are necessary: trauma, a typical history, ani 
a characteristic roentgenogram. The roentgenogram 
must show a wedge-shaped deformity of two verte- 
bre. However, the only absolute roentgen criteria 
are a negative roentgenogram at the time of the 
injury and a positive roentgenogram in the third 
stage of the condition. In only a few cases on record 
have these criteria been available. 

There are two explanations of the syndrome. 
According to one, the condition is the result of 
unrecognized fractures. According to the other, 
there is a secondary flattening of the vertebra. It is 
well known that even severe vertebral fractures ma\ 
be unrecognized and cause delayed symptoms. 
Roederer reports two cases of vertebral fractures 
that were at first not recognized, and states that 
undoubtedly a certain percentage of cases in which 
a diagnosis of Kuemmell-Verneuil syndrome is mace 
belong to this group. From observations made on 
the extremities it is known that osteoporosis mi) 
follow traumatism. The resorption of bone probab!; 
follows the prolonged hyperemia. The fact that in 
many cases presenting the Kuemmell-Verneuil syn 
drome a considerable portion of the spine is involve: 
shows that the initial lesion is not a fracture. Maric 
attributes the deformity to tearing of the anteriv1 
vertebral ligament with subsequent retraction. Cases 
have been reported which showed roentgenographic 
signs favoring this view. 

It is sometimes impossible to be sure that the 
osteoporosis is not caused by tuberculosis following 
the injury. The author has obtained cures without 
being able to determine whether the condition wis 
the Kuemmell-Verneuil syndrome or tuberculosis. 
Congenital anomalies may also cause confusion. 
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Roederer concludes that there is more than one 
valid explanation for the pathogenesis of traumatic 
spondylosis. He reports two cases of the condition, 
supplementing his report with roentgenograms. 

ALBERT F, De Groat, M.D. 


Perrotti, G.: Remote Results of the Suboccipital 
Injection of Lipiodol in Pott’s Disease with 
Paraplegia (Sugli esiti lontani dell’iniezione sot- 
toccipitale di lipiodol nel morbo di Pott con para- 
plegia). Ann. ital. di chir., 1930, ix, 926. 


The case reported was that of a man thirty-two 
years old. Six years after the suboccipital injection 
of lipiodol, the patient presented a syndrome of 
medullary compression and the lipiodol was found 
to be still present at the former site of the Pott’s 
disease. There was no sign of recurrence of the dis- 
ease. The vertebra previously involved had become 
transformed into a hypercalcified osseous column. 
As the lipiodol had not become absorbed in six 
years, the author believes it will probably not be 
absorbed. Martin J. Dt Cora, M.D. 


Rocher, H. L., and Roudil, G.: Functional Disturb- 
ances of the Hip and Sacro-Iliac Joint (Coxo- 
pathie et sacrocoxopathie pithiatique). Bordeaux 
chir., 1930, No. 3, 217. 


The neurologist, psychiatrist, and orthopedist 
often have occasion to collaborate. As Charcot 
said, hysterical arthropathies may so closely simu- 
late organic arthopathies that the diagnosis is some- 
times very difficult. The authors report seven cases 
of functional arthropathy. The patients were six 
females and one male ranging in age from thirteen 
to thirty years and giving a history of trauma. When 
careful physical examination and roentgen-ray stud- 
ies revealed no pathological changes, treatment by 
suggestion, Swedish massage, and exercise was given. 
All of the patients made a perfect recovery. 

Arthropathy is often the first manifestation of 
hysteria. Functional arthropathy usually follows a 
slight trauma associated with emotional shock. Ac- 
cording to Hartenberg, the basis of the hysterical 
personality is excessive imagination. In most cases 
of functional arthropathy there is an interval of 
contemplation and autosuggestion between the oc- 
currence of the trauma and the appearance of the 
symptoms. 

Functional arthropathy is characterized by pain, 
contracture, and poor posture. Sometimes it is ac- 
companied by sensory disturbances. As a rule the 
pain is localized on the side of the involved limb at 
the site where the subject thinks he was injured. 
The contracture is very variable in its intensity and 
location. Extension of the contracture is an im- 
portant indication of the functional nature of the 
condition. The abnormality of posture is almost al- 
Ways a position of adduction. The lameness is due 
to the deformity and the pain. 

In the diagnosis, care must be taken to rule out 
organic changes and attention paid to hysterical 
manifestations. The diagnosis is particularly diffi- 
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cult when hysteria is associated with organic defects. 
In the treatment, it is necessary to combine psy- 
chotherapy with physical therapy. 
Jacos E. Kiern, M.D. 


Henderson, M.S.: Injuries to the Semilunar Carti- 
lages of the Knee Joint. Surg., Gynec. & Obsl., 
1930, li, 720. 

The anatomical structure of the knee joint is of a 
more or less composite character although chiefly 
of the hinge type. During action, there is a constant 
change of surface contact for weight-bearing be- 
tween the femur and the tibia which is not seen in 
true hinge joints such as the elbow and the ankle. 
The most common cause of derangements of the 
knee is injury to a semilunar cartilage. The internal 
semilunar cartilage is injured more frequently than 
the external because, if it is caught between the in- 
ternal condyle of the femur and the head of the 
tibia and the act of extension is continued, it cannot 
slip out of the vise-like hold, being firmly anchored 
at its periphery to the internal lateral ligament. 

Henderson divides the lesions caused by injury 
to the internal semilunar cartilage into 4 main 
types: 

1. A tag-like flap of varying size which is split 
off from the anterior portion and hangs free with its 
base attached to the posterior mesial portion of the 
anterior third. 

2. A pedunculated flap of the same type in the 
middle third of the cartilage, which is sometimes 
doubled back on itself and pointed posteriorly. This 
is a difficult type to see at operation and may be 
readily missed. Such a flap may be worn into an 
ear-shaped tag attached by a rather small, short 
pedicle. Its incarceration causes sharp, severe pain, 
but is usually released readily by a vigorous kick or 
two and is not followed by swelling or disability. 

3. The bucket-handle or loop type of lesion. This 
causes the most constant symptoms and as a rule 
is readily diagnosed. 

4. A pedunculated flap in the posterior third of 
the cartilage. This often gives rise to bizarre symp- 
toms. As it is generally impossible to see such a 
flap through an anterior incision, the lesion is not 
discovered until the cartilage is removed or a poste- 
rolateral incision is made to explore the posterior 
portion of the cartilage. 

In order to correlate the experience of a number 
of years, the author reviewed 256 cases in which 261 
cartilages were removed at the Mayo Clinic. In 
many cases the patient was seen again a consider- 
able time after the operation, the outcome being 
definitely ascertained. In others, the end-results 
were determined by correspondence with the family 
physician or the patient. The results in 238 cases 
are known. 

The symptoms were chiefly subjective; therefore, 
in industrial compensation cases one must be on 
one’s guard. The patient’s account of the happenings 
at the time of the injury is often vague either be- 
cause of the rapidity with which the various events 
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causing the injury occurred or because of lack of 
observation. 

The diagnosis is not always easy. The main fac- 
tors to be considered are: (1) an injury to the knee, 
generally indirect and sustained during an active 
pursuit, and (2) recurrent attacks of disability, 
pain, and swelling with intervals of complete free- 
dom from both subjective and objective symptoms. 

An accurate diagnosis is essential before operation 
is performed on the knee joint because a free and 
satisfactory exploration of the cavity of the knee 
cannot be carried out. The results of surgical treat- 
ment are good. In 77 per cent of the cases reviewed 
complete relief of the symptoms was obtained. In 
some cases there may be a certain degree of per- 
manent laxness in the joint due to injury of the 
crucial ligaments at the time of the accident and in 
no way attributable to the operative procedures on 
the menisci. In the cases reviewed the cures fol- 
lowing removal of the external semilunar cartilage 
did not quite equal those obtained by removal of the 
internal cartilage. The incidence of cure is reduced 
by inclusion in the calculation of cases in which no 
definite lesion was found at operation. Of the latter 
group, a cure was obtained in only 37 per cent. 

The most common fracture or tear found was of 
the bucket-handle or loop type, which constituted 
more than a third of the series. Eighty-six fractures 
of this type occurred in the internal cartilage and 5 
in the external cartilage. The incidence of this type 
of fracture was higher than that given in most pub- 
lished statistics. In 78 per cent of the series, a 
fracture, a tear, or a distinctly loose cartilage was 
present. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Lauwers: The Surgical Treatment of Obstetrical 
Paralysis (Le traitement chirurgical de la paralysie 
obstétricale). J. de chir., 1930, Xxxvi, 161. 

Lauwers defines obstetrical paralysis as root paral- 
ysis of the brachial plexus due to obstetrical trauma. 
It occurs about once in 2,000 deliveries. Three types 
are distinguished: 

1. Partial superior paralysis due to lesions of the 
anterior branches of the fifth and sixth cervical roots, 
which involves the deltoid, biceps, and brachialis 
anticus. 

2. Partial inferior paralysis due to lesions of the 
seventh and eighth cervical and first dorsal roots 
which involves the muscles of the thenar and hypo- 
thenar eminences, the interosseous muscles, and the 
flexors. 

3. Total paralysis of the arm and shoulder. 

The obstetrical trauma consists in stretching or 
rupture of the nerve roots. For rupture of the nerve 
roots a force of about 25 kgm. is necessary. Superior 
paralysis occurs in cephalic presentations when the 
head is angulated in the disengagement of a shoulder. 
Inferior paralysis occurs in breech presentations from 
traction on the after-coming head and arms. 


The pathological lesions are of 3 types: 

1. Distention of the root from slight traction, 
which is followed first by degeneration and later by 
complete regeneration. 

2. Subneurilemmatous rupture with retraction of 
the axones and their replacement by impermeable 
fibrous tissue. 

3. Complete rupture. 

The diagnosis is usually based on loss of mobility, 
both active and reflex, in the part involved, followed 
by atrophy of the muscles. Electrical examination is 
important. When the result is normal, recovery 
follows in from two to four weeks. When the 
reaction of degeneration is partial, spontaneous re- 
covery may occur in from seven to eight weeks, but 
when the reaction of degeneration is complete the 
paralysis is permanent. 

The treatment may be surgical, with end-to-end 
approximation of the torn roots and the removal of 
cicatricial tissue. Good results have been obtained 
from this procedure in from 30 to 83 per cent of 
cases. Operation performed before the seventh 
month avoids contracture, but operative treatment 
is quite formidable and usually must be supple- 
mented by orthopedic procedures on the muscles and 
ligaments. 

In the cases of newborn infants the arm may be 
immobilized in abduction and external rotation with 
flexion of the forearm at a right angle. At the end of 
one or two months epiphyseal separation must be 
ruled out by X-ray examination. Further treatment 
depends on the electrical reactions and the type of 
the paralysis. The results of operative treatment are 
less favorable in inferior paralysis than in superior 
paralysis. 

The author describes the operative technique in 
detail and reports briefly 7 cases of superior paralysis 
and 2 cases of inferior paralysis. Of 7 cases in which 
the plexus was found intact, 4 were treated with 
varying success by the removal of cicatricial bands 
compressing the nerve roots. In 3 cases good results 
were obtained by opening the neurilemma and [ree- 
ing the nerve bundles well beyond the limits of 
contusion. KELLoce SpEEp, M.!) 


Janik, A.: The Results of Treatment of Tubercu- 
losis of the Bones and Joints (Behandlungser- 
gebnisse der Knochen- und Gelenktuberkulose). 
Gruélica, 1930, Vv, 60. 

The author reviews the results of conservative and 
operative treatment of tuberculosis of the bones and 
joints at the clinic of Lwéw during the period {rom 
1920 to 1928. Proper treatment was very diliicult 
because of the lack of modern appliances in the 
clinical institutions and because, on account of their 
lack of education, the peasants did not readily ac- 
cept treatment which was painful or required pro- 
tracted rest and immobilization. ; 

Bone foci located at a distance from a joint, as in 
the region of the trochanter, the ribs, the sternum, 
the radius, the ulna, the calcaneum, and the femur, 
were removed by operation. 
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In articular tuberculosis, resection of the joint 
was absolutely avoided when the patient was a child. 
In the cases of adults it was done as the procedure 
of choice in the treatment of the knee and elbow, 
next most frequently in the foot, less frequently in 
the shoulder and wrist, and still less frequently in 
the hip. 

In al, 628 patients were treated. Of the cases of 
tuberculosis of the spine, the condition had been 
present longer than three years in 30 per cent. Of 
the 126 patients with tuberculosis of the spine, 
o1 were treated conservatively and 35 surgically. 
Thirty-six per cent were cured, 14 per cent (total 
so per cent) were benefited, 17 per cent were not 
benefited, and 33 per cent died subsequently. The 
results were less favorable than those of surgeons 
working under more satisfactory conditions (Kisch, 
Garré). In the cases in which the condition had 
been present longer than six years, a cure was ob- 
tained in barely 25 per cent and the subsequent 
mortality was more than 4o per cent. 

It is noteworthy that the mortality was highest 
(4o per cent) between the tenth and fifteenth years 
of life, decreased considerably after the fifteenth 
year, and then gradually increased again. The re- 
sults were best in cases of tuberculosis of the lumbar 
portion of the spine, next best in those of involve- 
ment of the cervical portion, third best in those of 
involvement of the sacral portion, and least favor- 
able in those of involvement of the thoracic portion. 
Of the patients with involvement of the lumbar 
spine, 46 per cent were cured, 15 per cent were 
benefited, 8 per cent were not benefited, and 81 per 
cent died subsequently. Of those with involvement 
of the cervical spine, 40 per cent were cured, 40 per 
cent were benefited, none was unbenefited, and 20 
per cent died. Of those with involvement of the 
sacral portion of the spine, none was cured, 50 per 
cent were benefited, 50 per cent were not benefited, 
and none died. Of those with involvement of the 
thoracic portion of the spine, 33 per cent were cured, 
7 per cent were benefited, 24 per cent were not 
benefited, and 36 per cent died. 

Of the patients with suppuration, 13 per cent were 
cured, 13 per cent were benefited, and 18 per cent 
were not benefited. 

Of all operative procedures, the original operation 
of Albee was preferred. When this operation was 
performed, a cure was obtained in 56 per cent of the 
cases and the subsequent mortality was 31 per cent. 
The Albee operation is indicated for adults who 
show no acute symptoms. In such patients the 
presence of an abscess is not a contra-indication. Of 
the Polish surgeons, Schramm, Ostrowski, Wierze- 
jewski, Jurasz, and others favor this operation, but 
at the Cracow Clinic it is not regarded very highly. 

In tuberculosis of the hip joint the results of early 
and late resection as well as those of conservative 
treatment were poorer than in tuberculosis of other 
joints. The conservative orthopedic treatment 
gives relatively the best results and is therefore used 
In most cases at the Lw6éw Clinic. The number of 
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cases of this condition which are reviewed was 75. 
Fifty-eight were treated conservatively and 17 were 
treated surgically. Of the patients who were treated 
conservatively, 41 per cent were cured, 21 per cent 
were benefited, 15 per cent were not benefited, and 
23 per cent died. Those who were regarded as com- 
pletely cured did not always remain free from 
sequelz. In the group of fatal cases, death usually 
occurred before the third year of observation. The 
average duration of the treatment was two years. 
Of the patients with suppuration, 36 per cent were 
cured, 21 per cent were benefited, 7 per cent were 
not benefited, and 36 per cent died. 

In the surgically treated cases resection of the 
joint was done only 5 times and its results appeared 
to be unsatisfactory. Twenty per cent of the pa- 
tients were cured and 20 per cent were benefited, but 
40 per cent died subsequently. Only severe cases 
were operated upon. Arthrodesis was done 4 times. 
Observations on the results of this operation are still 
incomplete, but from those so far made it appears 
that this procedure may be used more often than 
heretofore. 

Of 274 cases of tuberculosis of the knee joint, 24 
per cent were treated surgically. Of the patients 
who were cured, 48 per cent were treated conserva- 
tively and 55.5 per cent were treated surgically (re- 
section). Of those who were benefited, 28 per cent 
were treated conservatively and 18.5 per cent sur- 
gically. Of those who were not benefited, 18 per 
cent were treated conservatively and 18.5 per cent 
surgically. Of those who died subsequently, 6 per 
cent were treated conservatively and 7.5 per cent 
surgically. The operative treatment averaged four 
months. It was noteworthy that of the patients who 
reported their condition as being entirely satisfac- 
tory after the treatment, 35 per cent had been 
treated conservatively and 60 per cent had been 
treated surgically. In the case of the knee, resection 
was the procedure of choice. The late results and 
function after this procedure appeared to be very 
good. 

Of 104 cases of tuberculosis of the ankle, 35 per 
cent were treated surgically and 65 per cent con- 
servatively. Of the patients treated conservatively, 
42 per cent were cured, 32 per cent were benefited, 
9 per cent were not benefited, and 17 per cent died. 
The operation of choice was enucleation and atypical 
resection. The os talus, which was most frequently 
the source of the joint infection, was almost always 
removed. Enucleation of this bone was avoided 
even in the cases of children because of its poor re- 
sults. 

The cases of tuberculosis of the shoulder and wrist 
are excluded from this report because of the lack of 
a sufficient number of replies to the follow-up 
questionnaire. 

Of the cases of tuberculosis of the elbow, resection 
was done in 30 per cent. Of the patients who were 
cured, 42 per cent were treated conservatively and 
70 per cent by resection. Of those who were bene- 
fited, 21 per cent were treated conservatively and 
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20 per cent by resection. Of those who where not 
benefited, 16 per cent were treated conservatively 
and ro per cent by resection. Of those who died, 
all were treated conservatively. 

These statistical data show that the relatively 
unsatisfactory results of treatment, especially con- 
servative treatment, would doubtless be consider- 
ably improved if suitable facilities and special 
institutions similar to those in other countries were 
available. JAntk (Z). 


Radicke, K.: Results of Operation for Osteochon- 
dritis Dissecans (Operationsergebnisse bei Osteo- 
chondritis dissecans). Beitr. . klin. Chir., 1930, cl, 
121. 

The author reviews forty-two cases of joint mice 
treated surgically at the Koenigsberg Clinic, dis- 
cussing especially the functional end-results. In the 
treatment of the knee joint, Payr’s S incision was 
usually employed, and in the treatment of the elbow 
joint, Laewen’s median incision through the biceps 
tendon and the brachial muscle. The bed of the 
loose body was touched only when it presented 
roughness or outgrowths of cartilage on the margin. 
Under such circumstances the surface was very cau- 
tiously smoothed off, but nothing more wasattempted. 

Early movement after the operation is extremely 
important. The success of the operation is deter- 
mined by prolonged and intensive after-treatment 
controlled by the physician. Subsequent examina- 
tions show that a joint operated upon for osteo- 
chondritis dissecans requires at least a year to 
recover its full functional ability. The strength of 
the affected extremity is usually slow in returning, 
being not regained completely until long after there 
is full mobility. With increasing strength the muscle 
very gradually re-acquires its former size. After an 
average period of two years no differences are to be 
noted in the musculature or strength of the ex- 
tremity when the joint is free from symptoms. 

Roentgen examinations show that arthritic de- 
posits, which are found chiefly in the bed of the 
joint body, do not always cause symptoms or limita- 
tion of motion. Even sports requiring considerable 
exertion, such as boxing, wrestling, and throwing the 
discus, are possible in the presence of such changes. 
Late examinations show a marked contrast between 
the roentgenologically poor anatomical results and 
the good subjective condition of the patients. The 
author has often known the patient to be more satis- 
fied with the result than the surgeon. 

In none of the cases reviewed were extensive 
changes found in the late examinations. 

The size of the incision in the joint is of secondary 
importance in the ultimate function. Large in- 
cisions are to be preferred to small incisions as they 
give better exposure and therefore facilitate the 
operation. 

The knee joint was affected in 39 per cent of the 
cases reviewed and the elbow in 61 per cent. Of the 
cases of joint mice in the elbow, the results were very 
good in 70 per cent, good in 22 per cent, and poor in 
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8 per cent. Of the cases of joint mice in the knee 
joint, the results were very good in 60 per cent, good 
in 10 per cent, and poor in 30 per cent. 

L. Duscut (7), 


Huc: The Coxa Vara of Adolescence (La coxa \ara 
de l’adolescence). Rev. d’orthop., 1930, XXxvii, 397. 
Following a review of the theories as to the cause 
of coxa vara of adolescence, the author discusses the 
clinical, roentgen, and pathological findings and the 
diagnosis, treatment, and prognosis of the condition, 
He compares the coxa vara of adolescence with the 
coxa vara of infants and with the symptomatic coxa 
vara of rickets, tuberculosis, osteomyelitis, and 
trauma. 

The coxa vara of adolescence is a juxtacapital 
lesion which decreases the angle between the jeck 
and head of the femur and is manifested clinically}, 
external rotation of the leg, pain, and interference 
with the movement of the hip joint. It occurs, \ ith- 
out previous warning, between the ages of twelve and 
eighteen years, the period of greatest growth. It 
terminates in changes in the shape of the head of the 
femur, narrowing of the articular space of the hip 
joint which is evident in the roentgenogram, and 
limitation of the movements of the hip joint. It is 
to be considered an epiphyseal separation or a sub- 
capital fracture and treated as such. 

After from twelve to eighteen months the pain 
subsides and the child no longer complains of fatigue 
after walking, but the external rotation of the leg 
tends to persist. 

In cases in which specimens have been removed 
and studied it has been found that the coxa vara is 
repaired by bony callus sufficient to cover the <is- 
placement of the slipping head. Pseudarthrosis has 
never been found. 

Preventive treatment is probably valueless, but at 
the period of onset (one month being arbitrarily 
chosen as the time required for sliding of the head on 
the neck and the development of the clinical mani 
festations) traction in abduction is advisable. When 
separation at the epiphysis (epiphyseolysis) las 
occurred, the treatment of choice is Whitman’ 
method for fractures of the neck of the femur fol- 
lowed by immobilization for a period of from two to 
six weeks. 

After coxa vara has acquired a fixed state with per- 
manent changes in the neck of the femur, the shape 
of the neck cannot be changed by traction, but 
forcible reduction after refracture may be attempted. 
The methods of treating the late results of coxa vara 
by cervical and subtrochanteric osteotomy are con- 
sidered. To these are added arthroplasty, Whitman's 
and Albee’s reconstruction operations, and_ cxtra- 
articular fusions. 

Coxa vara of infancy is defined as a juxtatrochan- 
teric lesion due to variable causes which develops 
after the infant starts to walk and usually before the 
age of ten years. A gait resembling the waddle of a 
duck or the gait associated with congenital dis!oca- 
tion of the hip develops because the ascent o! the 
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greater trochanter lessens the action of the gluteal 
muscles. The axis of the femur is normal, there is 
little adduction, the patella looks forward, and there 
js no external rotation. The roentgenogram shows 
that the bending is between the diaphysis and the 
neck, the angle folding on the lesser trochanter as an 
axis. At the onset, the treatment should consist 
chiely of continuous traction and relief of weight 
bearing. In the advanced stages an operative pro- 
cedure to introduce a bone graft through the tro- 
chanteric portion of the femur up into the neck 
gives about the only hope of arresting the progress 
of the condition. 

The author believes that the pathological changes 
of all forms of coxa vara may be dependent primarily 
upon disturbances of the blood supply of the head 
and neck of the femur. KELLOGG SpEED, M.D. 


Charrier and Charbonnel: Four Arthroplasties on 
the Knee (Quatre arthroplasties du genou). Bor- 
deaux chir., 1930, No. 3, 271. 


The authors call attention to the fact that less 
attention has been paid to arthroplasty on the knee 
in the surgical literature of France than in the liter- 
ature of other countries. In 1926 Chevalier was able 
to collect from the French literature the reports of 
only 31 cases in which such an operation was per- 
formed whereas the foreign literature reported 348. 
Of the 348 cases reported in the foreign literature, 
satisfactory results were obtained in 200. 

The first of the 4 cases reported by the authors 
was that of a woman forty-seven years old who had 
a complete fibro-osseous ankylosis of the knee due to 
gonorrhceal arthritis. At operation by the Kirsch- 
ner-Brocq technique the anterior tibial tuberosity 
was temporarily detached. At the end of seven 
months there was flexion of 75 degrees. 

In the second case, that of a girl eighteen years of 
age, an arthroplasty by the Putti technique was 
performed for fibrous ankylosis of the knee caused 
by gonococcal infection. ‘Two years and seven 
months after the operation there was motion of only 
25 degrees. 

The third case was that of a forty-year-old man 
with fibrous ankylosis due to gonococcal infection. 
Operation was performed by the Ceballos method. 
After ten months there was flexion of 90 degrees and 
the patient was able to engage in various sports, to 
swim, and to ride a bicycle. 

The fourth case was that of a man twenty-seven 
years old who developed traumatic osteomyelitis 
with suppurative arthritis of the knee and grave 
septicemia following a bullet wound in the lower 
end of the femur. A Putti arthroplasty was per- 
formed, but re-infection occurred and re-ankylosis 
resulted. 

It is generally recognized that the results of ar- 
throplasty are usually poor in osteomyelitic arth- 
ritis, Campbell, who had 6 failures in 6 attempts, is 
of the opinion that arthroplasty is contra-indicated 
in arthritis of traumatic or pyogenic origin. 

Jacos E. Kirin, M.D. 


FRACTURES AND DISLOCATIONS 


Young, A.: The Treatment of Fractures by Open 
Operation and Direct Fixation. A Critical 
Study of an Experience of Twenty Years, and 
More Particularly of Two Consecutive Five- 
Year Periods. Ann. Surg., 1930, xcii, 838. 

In his review of twenty years’ experience in the 
treatment of fractures by open operation and direct 
fixation, Young discusses especially the two five-year 
periods from May 1, 1917, to May 1, 1922, and from 
May 1, 1922, to May 1, 1927. In the first of these 
five-year periods, 693 cases of fracture were treated. 
Open operation was done in 272 (39.25 per cent) and 
some form of direct mechanical fixation was em- 
ployed in 103 (14.86 per cent of the total number; 
37.86 per cent of these treated by open operation). 
In the second five-year period, 632 cases were 
treated. Open operation was done in 267 (42.24 
per cent) and direct fixation was employed in 126 
(19.93 per cent of the total number; 47.19 per cent 
of those treated by open operation). In both tive- 
year periods, 1,325 cases were treated. Open opera- 
tion was done in 539 (40.67 per cent) and direct 
mechanical fixation was used in 229 (17.28 per cent 
of the total number; 42.48 per cent of those treated 
by open operation. In the nine-year period from 
1907 to 1916, direct fixation was used in only 6 per 
cent of the cases treated. 

The direct fixation was obtained by means of 
wire, pins, plates, nails, screws, catgut sutures, or a 
combination of such agents. The choice of method 
must depend upon the judgment of the surgeon. 
This will be influenced by various (actors, but the 
chief aim of treatment must be to secure the most 
satisfactory restoration of function with minimal 
risk and maximal accuracy in the adjustment of the 
fragments. 

Young discusses the indications for the various 
types of internal fixation. In the two five-year 
periods reviewed, direct fixation was obtained by 
wiring alone in about one-fifth of the cases. The 
bones to which this procedure was applied most 
frequently were the mandible, olecranon, patella, 
and clavicle. Young has found brass wire more 
satisfactory than silver wire. He states that brass 
wire, even of the finest grades, is strong, and pliable 
and can be twisted to the point of absolute stabiliza- 
tion of the bone fragments with minimal danger of 
breaking. 

Pinning or nailing was done in about one-fourth 
of the cases treated by direct fixation in the two 
five-year periods reviewed. For certain fractures of 
the neck of the femur Young advocates the use of 
a long and relatively thick steel pin passed through 
the greater trochanter axially along the femoral neck 
and into the head. He uses such a pin also for frac- 
ture dislocations of the acromioclavicular joint, 
fractures of the outer end of the clavicle, and 
T-shaped fractures of the lower end of the humerus. 
However, in most cases in which pinning is indicated 
he employs much finer pins. 
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Plating was done in about one-half of the cases 
treated by direct fixation in the five-year periods 
reviewed. The bones most frequently plated were 
the femur and tibia. Screwing alone was done in 
only 2 cases in each period. 

In conclusion Young states that open operation 
with direct fixation is indicated not only for certain 
unusual fractures and dislocations, but also for a 
substantial proportion of fractures of the long bones 
as it offers the most hopeful outlook for restoration 
of normal anatomical conditions, favors early re- 
covery of function, and materially shortens the 
period of convalescence. Paut C. Cotonna, M.D. 


Henderson, M. S.: Habitual Dislocation of the 
Shoulder. J. Am. M. Ass., 1930, xcv, 1653. 


Habitual dislocation of the shoulder is rare and 
its occurrence following ordinary traumatic luxation 
isnot known. Henderson reports observations made 
in 37 cases in which 40 operations were performed 
at the Mayo Clinic in the period from 1912 to 1930. 

The one definite etiological factor in the 37 cases 
was primary traumatic dislocation. Most of the 
patients attributed the dislocation to severe trauma, 
a fall, or violence. Henderson believes that the 
majority of habitual dislocations are due to laxness 
of the antero-inferior portion of the capsule, but has 
been unable to prove this theory satisfactorily in 
performing capsulorrhaphy. 

The patient usually states that the primary dis- 
location was produced by severe trauma, and that 
following reduction the arm was not protected or 
was protected for only a short time. The pain is 
severe and unrelieved until reduction is effected. 
The second dislocation may be produced by equally 
severe trauma, but as a rule subsequent dislocations 
occur without trauma or violence. Habitual dis- 
locations are almost always of the subcoracoid type, 
the head resting under the coracoid process. Pos- 
terior dislocations are not so painful and may be 
of the snapping type. Twenty-five of the patients 
whose cases are reviewed were males. The ages of 
29 patients ranged from twenty to forty years. 
The duration of the complaint varied from six 
months to twenty-five years, and the number of dis- 
locations from 2 to 100. 

Conservative treatment is limited to the appli- 
cation of an apparatus that acts as a check to ab- 
duction and forward elevation of the arm. If noc- 
turnal dislocations occur, and especially if epilepsy 
is a complication, the apparatus must be worn at 
night. Occasionally, shoulders which have become 
dislocated 2, 3, or 4 times lose the habit under such 
treatment. Often, however, the dislocations become 
increasingly frequent and surgical intervention is 
indicated. In some cases in which only a few dis- 
locations have occurred the patient has a feeling of 
insecurity and apprehension that justifies operation. 
\,The operations devised for the prevention of dis- 
location of the shoulder are of 5 types: (1) those per- 
formed on the bony structure, (2) those performed 
on the capsule, (3) muscle transference and muscle 


lengthening, (4) check and block operations per- 
formed on the bony structure or ligaments, and (;) 
suspension operations. : 
In 16 of the cases reviewed, anterior capsulor- 
rhaphy was done for recurring anterior dislocation. 
It resulted in a cure in 37.5 per cent. All of the 
anterior capsulorrhaphies were done more than ten 
years ago. Three patients who were treated by 
posterior capsulorrhaphy for posterior dislocation 
remained well. Of 8 patients subjected to a Clair- 
mont operation more than five years ago, 50 per 
cent were cured. Tenosuspension performed on io 
patients has resulted in a cure in all. The length of 
time that has elapsed since the operation is more 
than five years in 2 cases, more than three years in 
2 cases, more than two years in 1 case, more than 1 
year in 2 cases, more than eight months in 2 cases, 
and more than six months in 1 case. The success of 
this operation depends on the careful placing of 
strong pieces of the tendon of the peroneus longus 
muscle to act as a suspension ligament through drill 
holes in the acromion process and the head of the 
humerus. The incisions can be kept small, a fact 
worthy of consideration in the cases of women. 


Bognar, J. von: The De Quervain-Oehlecker Luxa- 
tion Fracture of the Wrist (Die de Quervain- 
Oehleckersche Luxationsfraktur des Handgelenkes), 
Arch. f. orthop. Chir., 1930, xxviii, 168. 

The luxation fracture described by de Quervain, 
in which the broken-off anterior portion of the scaph- 
oid bone is dislocated with the semilunar bone, is 
an intercarpal injury. In the luxation fracture de- 
scribed by Oehlecker luxation of the semilunar bone 
is complicated by breaking off and luxation of a 
more or less large portion of the cuneiform bone. 
The simultaneous occurrence of the two injuries is 
rare. The author reports a case in which these in- 
juries were associated. The patient was a jockey 
thirty-four years old who was thrown when his 
mount took a hurdle and fell on his left fist, which 
was holding the reins, in such a way that the bent 
fingers struck the ground first. The fall was so 
violent that his fist bored into the earth and his body 
was swung around it. The injury was evidently not 
diagnosed correctly by the physician who first saw 
the patient as he applied a plaster splint without 
roentgen examination and without an attempt at 
reduction. As the pains increased and paresthesia 
in the hand set in, the patient entered the hospital 
on the fifth day after the injury. 

The roentgenogram (dorsovolar exposure) showed 
marked narrowing of the carpus and displacement 
of the whole hand toward the radial side. The sty- 
loid process of the radius was broken off. ‘he 
scaphoid bone was broken in two pieces, but the 


connection of the anterior portion with the anterior “ 


row of carpal bones was preserved. The shadow of 
the semilunar bone was changed. The semilunar bone 
as a whole was displaced toward the ulna. A pea- 
sized fragment was broken off from the cuneiform 
bone. The hand was dislocated in the dorsal direc- 











tion around the semilunar bone and the fragments of 
the scaphoid and cuneiform bones connected with 
it on each side. 

Under local anesthesia induced with 10 c.cm. of 
a1 per cent solution of novocain-adrenalin, reduc- 
tion was attempted by marked dorsal flexion of the 
hand with axial traction followed by palmar flexion 
of the hand under continuous pressure on the semi- 
lunar bone. It was accomplished, however, only 
after an assistant had brought the hand into ulnar 
hyperabduction to overcome the radial abduction. 
Roentgen examination then showed all of the frac- 
tured bones to be in correct position. 

A plaster splint was applied for fourteen days and 
after-treatment then given for six weeks. At the 
end of that time roentgen examination showed no 
pathological changes in the wrist except pseudar- 
throsis of the scaphoid bone. Function was good. 
The patient was able to return to his occupation, 
and a few weeks later was taking lessons in boxing. 

This case shows that even the complication of 
luxation of the semilunar bone by fractures does not 
contra-indicate an attempt at reduction. Removal 
of the semilunar and scaphoid bones should be con- 
sidered only when reposition of the semilunar bone 
and the fragment of the scaphoid together is im- 
possible. ZILLMER (Z). 


McKenna, H.: Fractures of the Neck of the Femur, 
with Special Reference to the Treatment of 
Intracapsular Fracture. Ann. Surg., 1930, xcii, 
882. 


The author first briefly reviews the embryology 
and anatomy of the hip joint with regard to the 
nutrition of the head and neck of the femur at 
different stages of development. Keibel and Mall 
found that in embryos between 20 and 30 mm. in 
length it is possible to distinguish a fibrous band 
passing through the joint cavity of the hip which is 
later to form the ligamentum teres. According to 
Moser, blood vessels persist in this structure up to 
about the fourth year, but later most of them 
atrophy. According to Kolodny, the blood vessels 
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supplying the head of the adolescent femur include 
vessels coming from the diaphysis of the femur, 
epiphyseal vessels, vessels accompanying the liga- 
mentum teres, and periosteal vessels. McKenna 
states that in the event of intracapsular fracture 
these vessels may be considered end-arteries and all 
of them may be injured. Under such circumstances 
the formation of bony callus will depend upon 
whether a blood supply suflicient to nourish the head 
and proximal fragment of the neck of the femur 
remains or is re-established. 

In McKenna’s opinion, the ideal treatment of 
intracapsular fractures of the neck of the femur is 
the abduction method following either natural or 
artificial impaction. The Cotton method of artificial 
impaction is cited as giving excellent results. 

McKenna reviews twenty open operations which 
he performed in nineteen cases in the last fifteen 
years. In all but two, in which steel nails were used, 
autogenous tibial transplants were employed. In 
some of the cases the grafts were introduced without 
opening the capsule. In the others, equally good 
results were obtained when the capsule was opened. 
A dowel opening was made through the compact por- 
tion of the shaft of the femur with an electrically 
driven drill and continued through the neck into the 
head by means of a hand drill, the previously pre- 
pared graft being then driven into the neck of the 
femur. In the two cases in which steel nails were 
used non-union resulted. 

McKenna draws the following conclusions: 

1. In carefully selected cases of intracapsular 
fracture of the femur the open method of treatment 
may be used without undue risk. 

2. In some cases the fracture may be treated 
without opening the capsule, the operation being 
thereby simplified. 

3. The physiology of bone repair seems to show 
that the autogenous bone transplant accelerates 
callus formation in fractures with a poor blood sup- 
ply and therefore may be used to advantage in the 
repair of certain intracapsular fractures of the neck 
of the femur. Pau C. Cotonna, M.D. 








BLOOD VESSELS 


Allen, A. W.: Recent Advances in the Treatment 
of Circulatory Disturbances of the Extremities. 
Ann. Surg., 1930, xcli, 931. 


In a special clinic established at the Massachusetts 
General Hospital for the treatment of circulatory 
diseases of the extremities, 763 new patients were 
examined and treated during the period from 
December 1, 1928, to May 1, 1930. Of these, 569 
were treated for varicose veins and 194 for some 
other circulatory disturbance. 

The author classifies arterial diseases of the ex- 
tremities into 2 main groups: those with mechanical 
arterial obliteration, and those dependent upon 
vasomotor imbalance. The former include senile 
and diabetic arteriosclerosis, Buerger’s disease, and 
the disease of the middle coat of the artery described 
by Ménckeberg. In the latter are included cases usu- 
ally termed Raynaud’s disease but varying in vaso- 
motor imbalance from phasic color changes to such 
constant changes as scleroderma. 

In the Massachusetts General Hospital it has 
been found that patients with mild symptoms may 
carry on for an indefinite period when given oc- 
casional advice in the Out-Patient department 
concerning rest, hygiene, proper protection of the 
feet with lamb’s wool and woolen stockings, and 
exercises to be carried out at home. In suitable 
ambulatory cases of vasomotor disorders or thrombo- 
angiitis obliterans the patient is occasionally sent 
to the Emergency Ward for twenty-four hours for 
the intravenous injection of typhoid vaccine for the 
production of protein shock. Patients who are 
completely disabled and need constant observation 
are treated in the hospital. They are first given any 
emergency attention necessary and then treated 
routinely by rest, the application of heat, hygienic 
measures, the administration of fluids, dietary con- 
trol, and exercise. Specific treatment is not in- 
stituted until stabilization has been obtained. 
Advancing infection is drained, and advancing 
lymphangiitis treated by amputation. Non-specific 
foreign pretein is tried in thrombo-angiitis obliterans; 
the injection of alcohol into the peripheral nerves 
in cases of intractable pain; and sympathetic 
ganglionectomy in advanced vasomotor disorders. 
When, in chronic cases, improvement is not evident 
after a given time (from one to eight weeks, de- 
pending upon the condition and contributory fac- 
tors), more radical measures are adopted. In a 


case in which the condition of an extremity has 
grown definitely worse in spite of treatment and 
amputation is refused, the patient is referred to the 
Social Service Department. 

Manvet E, Licutenstern, M.D. 
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Schloffer, H.: The Changes in a Racemose Arterial 
Angioma (Umbau eines Angioma arteriale race- 
mosum). Deutsche Zischr. f. Chir., 1930, CCXxv, 330. 

The author reports a case of racemose arteria| 
angioma in a man twenty-one years of age who was 
under treatment for seven years. At the first 
operation the left external carotid artery was ligated 
and the entire tumor mass was excised after cx 
tensive percutaneous ligation. Three years laicr 
the tumor recurred. A second percutaneous ligation 
was then done and followed by extensive punctur 
ing with the galvanocautery. A year later the tumor 
enlarged to an enormous spongy cushion, but it 
then resembled more closely a racemose arterii! 
aneurism and did not pulsate. The findings of 
palpation suggested a cavernoma. Histologica!|\ 
there was no longer any racemose arterial angiom,, 
the neoplasm consisting of dilated blood vessc! 
chiefly veins, and foci of a simple blastomatous 
angioma with isolated cavernous spaces. 

This case is believed by the author to support 
the theory that the racemose arterial angioma is thie 
result of an abnormal arteriovenous communic:: 
tion, and that the pulsating vessels of such tumors 
are not arteries but arterialized veins. 

NAEGELI (Z 

Rosenthal, S. R.: Thrombosis and Embolism. /. 
Lab. & Clin. Med., 1930, xvi, 107. 

Of 1,000 autopsies, thrombosis was found in 134 
cases, embolism in 76, and fatal lung embolism in 
The relation of these conditions to age is shown in 
Table 1. 





TABLE I.--THE RELATION OF AGE TO THROMBOs! 
EMBOLISM, AND FATAL LUNG EMBOLISM 
——_——_—_——— Cases— —— 

Ages, Fatal | 
years Autopsies Thrombosis Embolism embo! 
O- 5 100 6 I 

5-10 15 1 ° ° 
11-20 65 3 2 

21-30 105 9 3 

31-40 135 21 12 

41-50 220 37 20 

51-60 135 33 22 

61-70 go It 5 

7! 15 13 5 


Thrombosis was found in 15.2 per cent of 1! 
males and g per cent of the females. The sex inci 
dence of non-fatal embolism was similar. The 
cases of fatal lung embolism were those of females 

With regard to race it was found that the inci 
dence of thrombosis and embolism was about ti 
same in white and colored persons. 

The relation of thrombosis and embolism to sur 
gical procedures, trauma, and labor is shown in 
Table 2; their relation to changes in the heart a: 
arteries, in Table 3; and their relation to infections 
and inflammations, in Table 4. 
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TABLE II.-—-THE RELATION OF 
EMBOLISM TO SURGICAL 
AND LABOR 


THROMBOSIS 
PROCEDURES, 


AND 
TRAUMA, 


Cases without 
operation 


Cases with opera- 
tion, trauma, or 
labor 
Total number... . eae 105 
NN ERT BOO Oe See 12 
RE Een ere cat 12 
Fatal lung embolism ob enemy he I 


TABLE III.—-THE RELATION OF THROMBOSIS AND 
EMBOLISM TO CHANGES IN THE HEART AND ARTERIES 


Cases 


Heart: 

Hypertrophy, dilatation, insufficiency with decompensation 
\trophy with decompensation..... . ‘ : 

‘Is with scarring of myocardium and 


Disease of coronary ves: 
decompensation. ..... 

Endocarditis........... 

Pericarditis.......... 

Vessels: 

Arteriosclerosis......... 

Syphilis... 

Cerebral vascular disease 


TABLE IV.--THE RELATION OF 
EMBOLISM TO INFECTIONS 


THROMBOSIS AND 
AND INFLAMMATIONS 


Thrombosis and 
embolism 


Fatal lung 
embolism 
150 > 


Infections. Lie eet We 49 ° 
Inflammations: 
Proximal to thrombus I 
Remote from thrombus... . ery ‘ ° 
Puerperal sepsis......... v ° 
The incidence of thrombosis and embolism and of 
heart and vascular changes was higher in well- 
nourished subjects than in the others. 


Jaeger, F.: The Treatment of Thrombosis and 
Thrombophlebitis (Zur Behandlung der Throm- 
bose und der Thrombophlebitis). Zentralbl. f. Chir., 
1930, Pp. 1721. 


Since 1923 the author has often employed the 
compression dressing of Fischer for thrombosis and 
thrombophlebitis of the leg and thigh with uniformly 
satisfactory results. Fischer’s method consists in 
making the venous valves again capable of closure 
by means of compression. 

The diseased vein is closed at a point central to the 
location of the thrombus, and the dressing resembles 
that applied to the umbilicus of the infant. Adhesive 
plaster is then applied firmly and evenly around the 
leg. The application of the bandage must be done 
very accurately so that it does not bind or cause 
pressure from folds. The author now uses the well- 
known elastoplast bandage for the circular dressing. 
The bandage should begin at the foot and continue 
to at least 10 cm. above the thrombosed spot. It 
must be drawn up tightly. 

With the application of the compression dressing 
the veins and lymph vessels of the leg are markedly 
constricted and the thrombosis disappears more 
quickly than otherwise. In addition, the patient 
may get up at once and be about if his condition 
otherwise allows. ‘The larger the dressing, the more 
striking the result. The pain soon ceases, the fever 
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subsides, and the leg which previously felt heavy 
seems to the patient much lighter. There should be 
no embolism. 

Jaeger’s experience is based on more than too 
cases in hospital practice, where the compression 
dressing was applied with the first signs of throm- 
bosis. No patient was compelled to remain in the 
hospital for a longer period of time than would have 
been necessary if the thrombosis had not occurred 
as ambulatory treatment could be given. 

As Fischer’s method has been used with equally 
good results also by others, Jaeger believes it should 
be given a further trial. Bove (Z). 


Leriche, R., and Fontaine, R.: A Contribution to 
the Experimental Study of the Mechanism of 
Action of Ligation of the Vein in Obliteration 
of the Artery (Contribution a l'étude expéri- 
mentale du mécanisme d’action des ligatures 
veineuses dans les oblitérations artérielles). Lyon 
chir., 1930, Xxvii, 602. 

It has been shown experimentally that after liga- 
tion of a large artery ligation of the accompanying 
vein brings about a rise in the blood pressure. Re- 
cently, ligation of the companion vein has been rec- 
ommended for cases of spontaneous obliteration of 
an artery and as an adjunct to periarterial sym- 
pathectomy in the treatment of atheromatous lesions 
of the large arteries. 

The authors formerly believed that when the vein 
is intact the aspiration of blood by the venous 
system following arterial ligation increases the fall in 
the blood pressure. In experiments recently carried 
out on dogs they found that ligation of the femoral 
vein brought about an arteriocapillary congestion 
which resulted in peripheral vasoconstriction with 
increased pressure in the distal end of the ligated 
femoral artery lasting for from fifteen to sixty 
minutes and followed by a slow return to normal. 
When the vein was re-opened there was a sudden 
fall in the peripheral pressure below its initial level 
due to active peripheral vasodilatation which was 
followed by a slow return to normal. They believe 
that in vein ligation in man the establishment of 
collateral circulation acts in the same way as re- 
opening of the vein in the experimental animal. 
They conclude that it is the active and intense pe- 
ripheral vasodilatation and not the initial and transi 
tory peripheral hypertension which is of therapeutic 
value. In short, ligation of the vein in obliteration 
of the artery is a masked sympathectomy. The ac- 
tive vasodilatation when the ligature on the vein is 
loosed is just like the effect of removing a garrot. 

AuprEY G. MorcGan, M.D. 


BLOOD; TRANSFUSION 


McLean, J. A.: The Blood Cells: Recent Advances 
in Their Examination and Interpretation. Jed. 
J. Australia, 1930, ii, 623. 


McLean reports a careful study of blood cells and 
methods of estimating other constituents of the 
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blood. He calls attention to the fact that red cell 
counts will not indicate the degree of anemia cor- 
rectly unless the blood volume remains constant. If 
the plasma volume is maintained at a constant level, 
the total blood volume in conditions with a depletion 
of red cells must be lowered. In rabbits with lead 
poisoning the plasma volume remained constant, 
there was a fall in corpuscular volume averaging 43 
per cent, and the average red cell count fell 29 per 
cent. 

The estimation of hemoglobin by the various 
methods is considered, and a table is presented in 
which the findings of the Haldane carbon monoxide, 
the Sahli, and the Tallquist methods in diseased and 
normal subjects are compared. A considerable dis- 
crepancy is apparent. The Tallquist method is crude 
and should be discarded. The Van Slyke modifica- 
tion of the Haldane and Smith method has reduced 
the error to 0.48 per cent. 

In estimating the leucocyte count, the diurnal 
variation must be considered. 

The halo method of measuring the size of small 
objects from the diffraction of light is applicable in 
the diagnosis of pernicious anemia and possibly in 
familial acholuric jaundice. The author reports his 
study of this method and presents tables which com- 
pare the results obtained with Pijper’s diffraction 
micrometer and Eve’s halometer. 

For the microscopic examination of blood the 
Giemsa stain is recommended. The author shows the 
development of the red cell from megaloblasts and 
erythroblasts by illustrations. The red cells derived 
from the megaloblasts are giants in the morpholog- 
ical sense and are usually termed megalocytes. In 
the more immature cells the nucleus has a well- 
defined fine chromatin structure with nucleoli, and 
the cytoplasm takes the basic stain with a slight 
slate gray tinge from the presence of hemoglobin. 
As the cell matures, the hemoglobin in the cyto- 
plasm increases. The erythroblast is a smaller cell, 
and the chromatin network is coarse and has a radi- 
ating appearance. A reticulocyte is an immature red 
cell in which the basophilic substance has been pre- 
cipitated in the living cell by a dye such as brilliant 
cresyl blue. An increased number of reticulocytes in 
the peripheral circulation indicates active regenera- 
tion of red cells in the bone marrow. In familial 
acholuric jaundice the most obvious defect is in- 
creased fragility of the mature red cells. To com- 
pensate for the curtailed existence of these cells in 
the peripheral circulation the bone marrow under- 
goes hyperplasia, as is evident from the very high 
reticulocyte count. This disease is in contrast to 
pernicious anemia in which there is defective forma- 
tion of red cells in the bone marrow and the periph- 
eral circulation shows a very low reticulocyte count. 

The response of pernicious anemia to liver therapy 
is not constant; it may be inhibited by sepsis. 

In the diagnosis and prognosis of obscure cases of 
sepsis Schilling’s index is useful. 

The monocyte and the small lymphocyte are read- 
ily identified from their characteristic structure, but 
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other mononuclear cells apparently in an intermedi- 
ate group are classified with difficulty, even with the 
aid of the oxydase reaction and supravital staining. 

There is an exact correlation in the morphology o{ 
bone marrow and blood. 

Pernicious anemia is apparently a deficiency dis 
ease in which some substance essential for the norma! 
development of red cells is lacking. 

W. N. Row ey, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Leucutia, T., and Price, A. E.: Mikulicz’s Disease 
and the Mikulicz Syndrome; Their Treatment 
by Irradiation. Am. J. Roentgenol., 1930, xxiv, 401. 


On the basis of a study of nine cases, the authors 
conclude that the symmetrical enlargements of the 
lachrymal glands and one or more pairs of the sali- 
vary glands described as ‘‘ Mikulicz’s disease” should 
be divided into two main groups: Mikulicz’s disease 
proper and the Mikulicz syndrome. 

They include with Mikulicz’s disease proper il! 
symmetrical, non-inflammatory swellings of the 
lachrymal and salivary glands without involvement 
of the lymphatic system and without alteration ot 
the blood. Two of their cases were of this type. 

With the Mikulicz syndrome they include enlarge 
ments of the lachrymal and salivary glands which 
are manifestations of some clinically and patholog 
ically well-defined disease such as leukemia, tuber- 
culosis, syphilis, lymphosarcoma, Hodgkin’s dis 
ease, or uveoparotid fever. 

In the treatment of the first group, the technique 
of irradiation therapy is based on the presence of a 
lymphocytic infiltration with an organized structura! 
arrangement, a so-called “‘lymphadenosis” of the 
affected lachrymal and salivary glands. Because o/ 
this condition, divided doses (from 15 to 50 per cent 
s.u.d.) given over a relatively long period of time are 
more beneficial than a single massive dose such as is 
administered in the treatment of neoplastic pro: 
esses, and the quality of the rays used is of consider- 
ably less importance. 

Three of the authors’ cases were classified as cases 
of leukemia leading to the Mikulicz syndrome. ‘The 
manifestations of the disease resembled closely those 
of any leukemia, and it is probably more correct to 
assume that the condition was leukemia with en 
largement of the salivary glands rather than an 
“‘aleukemia stage” of leukemia. The technique of 
irradiation employed was the same as that ordinarily 
used in the irradiation therapy of leukemia. 

Two of the authors’ patients were suffering also 
from tuberculosis, and in at least three cases in the 
literature involvement of the excised salivary glands 
by tubercle bacilli was demonstrated. The authors 
treated their cases complicated by tuberculosis in the 
same way that they treat tuberculous adenitis. In 
none of their cases was syphilis or uveoparotid fever 
thought to be responsible for the tumefaction. They 
had one case of lymphosarcoma and one case ol 
Hodgkin’s disease which presented at the same time 
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enlargement of one or more pairs of salivary glands. 
In both instances irradiation therapy caused im- 
provement. Cuar-es H. Heacock, M.D. 


Loeper, M., and Lemaire, A.: Inoculation with the 
Blood and Urine of Two Patients with Hodg- 
kin’s Disease (L’inoculation du sang et des urines 
de deux malades atteints de maladie de Hodgkin). 
Bull. et mém. Soc. med. d. hop. de. Par., 1930, xlvi, 
1444. 


In the first case reported the presence of lympho- 
granulomatosis was proved by biopsy and the fatal 
evolution of the condition. The only peculiarity 
was an attack of fever up to 39 degrees C. occurring 
daily between 5 and 7 p.m., accompanied by profuse 
sweating, and followed by an abundant emission 
of urine. These symptoms suggested a bacteramic 
discharge in the course of a subacute infection, but 
blood cultures were constantly negative. Three 
guinea pigs were inoculated with blood taken at the 
height of a febrile attack and with urine obtained 
aseptically during the decline of such an attack. 
The animals died ten, eleven, and twelve days after 
the inoculation, and at necropsy the liver, spleen, 
kidney, and adrenals were found congested and 
almost hemorrhagic. Histological examination of 
the liver supported the hypothesis that the lesions 
were not of the ordinary type. On low magnifica- 
tion the parenchyma appeared dotted by pale areas 
poorly stained with eosin where all trabecular co- 
ordination had disappeared. There was to be seen 


also an intrabecular hemorrhagic infiltration. The 
vessels were dilated and engorged with blood. On 
high magnification the parenchyma showed numer- 
ous necrotic areas in which the cells were poorly 
stained and the nodules showed karyorrhexis or 
pyknosis. In the surrounding areas there were 
masses of cells formed by macrophages and poly- 
nuclears, many of which were filled with acidophile 
granulations. 

In the second case, that of a woman with Hodg- 
kin’s disease, four guinea pigs were inoculated with 
the patient’s blood. One of the animals died thirty 
days later. At necropsy on this animal the liver and 
spleen were found to be enormous, adherent, and 
filled with whitish nodules the size of lentils. The 
caseous pus showed no bacteria. Sections dem- 
onstrated that the small abscesses were situated in 
the parenchyma. In the surrounding areas there was 
an infiltration very rich in eosinophiles, and in 
places there were multinuclear macrophages re- 
sembling the cells of Sternberg. 

It is admitted that these findings are open to 
criticism. ‘Transmission of the disease in series to 
animals was not possible. Moreover, the hepato- 
splenic changes in the guinea pig in the second ex- 
periment resembled the zoogleic pseudotuberculosis 
of the guinea pig. The authors believe that the 
hepatic lesions in the guinea pigs used in the first 
case represented the first stage of the lesions found 
in the guinea pig used in the second case, in which the 
condition was of longer duration. Pace. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Gottesman, J., Perla, D., and Ziegler, J. M.: The 
Effects of the Electrocautery on Normal Tis- 
sues. Surg., Gynec. & Obst., 1930, li, 667. 

In a study of the effects of the electrocautery on 
the skin, muscle, liver, kidney, and spleen of normal 
adult albino rats, the authors found that the elec- 
trocautery incision produces extensive necrosis which 
acts as a foreign body producing a foreign-body 
giant-cell reaction. Following a discussion of the 
advantages and disadvantages of the electrocautery 
they conclude that the promiscuous use of the 
electrocautery is to be discouraged. 

Joun J. MaAtoney, M.D. 


Overholt, R. H.: Postoperative Pulmonary Hypo- 
ventilation. J. Am. M. Ass., 1930, xcv, 1484. 


After operations on the abdomen the expansion 
of the chest is diminished 75 per cent and roentgen- 
ograms show that diaphragmatic excursions are re- 
duced from 33 to 50 per cent. In a study of 218 
patients subjected to laparotomy the vital capacity 
was found reduced by 4o per cent after operations 
on the lower abdomen and by 64 per cent after 
operations on the upper abdomen. As all clinical 
and roentgenological evidence of the degree of pul- 
monary hypoventilation followed closely the evalua- 
tion of the vital capacity, the vital capacity was used 
as a criterion of the importance of various factors 
influencing respiratory action after operations on the 
abdomen. 

The thoracic volume is decreased and expansion 
of the lower lobes of the lungs is prevented by high 
position of the diaphragm due to the opening of the 
abdominal cavity. Other mechanical factors in- 
volved in postoperative hypoventilation of the lungs 
are reflex splinting of the muscles of the abdomen 
due to pain, surgical dressings, binders, and the 
patient’s position. Anesthesia alone causes a re- 
duction in the vital capacity. 

Postoperative treatment should include all meas- 
ures tending to correct faulty ventilation of the 
pulmonary tissue. Wrtiram E. SHackLteton, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Kraft, R.: Surgical Treatment of Recent Accidents 
(Ueber chirurgische Behandlung von frischen Un- 
faellen). Fortschr. d. Therap., 1930, vi, 449. 

The emergency treatment of wounds should be 
limited to essentials. Tamponade and ligation of 
limbs should be performed relatively seldom. For 
the final treatment, Friedrich’s wound excision, with 


the use of rivanol (1 per cent), Pregl solution, ani 
balsam of Peru when necessary, is recommended 
As a rule, a safety drain or gauze strip is inserted tv 
reduce the danger of gas-bacillus infection. In ma- 
chinery accidents this danger is slight, but in street 
accidents it is great. 

In a period of three months, gas bacilli were found 
in thirteen wounds without clinical manifestations 
of their presence. The effect of gas-gangrene serum 
is not definitely recognizable. Prophylactic tetanus 
treatment should be given. In manifest tetanus, 
chloral hydrate, magnesium sulphate, and morphine 
therapy are indicated. Recovery results in 82 per 
cent of the cases. 

In joint, pleural, and peritoneal injuries, primary 
closure of the serous cavities is desirable. In cases 
of skulland brain injury acareful inspection should he 
made and primary wound closure obtained if pos 
sible. The patient suffering from concussion show!d 
rest in bed for four weeks. When there is a pressure 
pulse, a 40 per cent glucose or a 20 per cent sodium 
chloride solution should be administered. In severe 
burns a 2% per cent tannin solution should be used 
as a spray every hour until a crust is formed, or « 
mixture of 15 gm. of tannic acid, 250 gm. of lime 
water, and 250 gm. of linseed oil should be applied 
to the wound on a compress twice daily for from 
four to six days. Fracture treatment has been im 
proved by wire extension, the unpadded plaster cast, 
and distraction by Boehler’s method. The open 
treatment of fractures can often be avoided. The 
treatment of vertebral fractures has been advanced 
by the rules of Magnus. In fractures of the clavicle 
the arm may be mobilized early when the bandaye 
technique of Bergmannsheil is used. In fracture of 
the radius the arm is usually splinted in dorsal 
flexion and mobilized early. Transportable X-ri\ 
apparatus is recommended. BuETTNER (Z). 


Serck-Hanssen, F.: Studies in Wound Infections. 
Acta chirurg. Scand., 1930, \xvi, 372. 


The author made a bacteriological study of 
twenty-seven accidental wounds with the use of the 
virulence test described by Ruge and Skajaa. I[n 
order that the bacteriological status before treat- 
ment might be determined, the examination was 
made on tissue removed in the primary excision oi 
the wounds. The author’s intention was to deter- 
mine how the healing of wounds is influenced by the 
original infection and the degree to which primary 
excision combined with the use of antiseptics is alle 
to prevent the development of infection in accidentil 
wounds. 

In thirteen of the twenty-seven wounds very few 
bacteria were found before the treatment. In all vi 
this group, primary healing resulted. 
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In five cases numerous bacteria were present, but 
as they were completely or almost completely re- 
duced in the virulence test they were evidently of 
low virulence. Primary union resulted in four of 
these cases. 

In nine cases there were numerous bacteria which 
were not at all reduced or only incompletely reduced 
in the virulence test. The primary excision failed to 
prevent infection in eight of this group and primary 
union was obtained in only one. 


ANZSTHESIA 


Horstenegg, W. A.: Avertin Narcosis in Children 
(Avertinnarkosen bei Kindern). Schmerz, 19309, iil, 


210. ‘ 


In Spitzy’s clinic avertin narcosis is employed only 
for children because the child’s heart, lungs, liver, 
and kidneys are fairly resistant. The chief advantage 
of avertin narcosis is that it permits the extension of 
operative interventions without harm, especially in 
the correction of deformity and difficult repositions 
of hip-joint luxation. A disadvantage is the impossi- 
bility of interrupting the narcosis after it has once 
been started. 

The author reviews 115 narcoses in 109 children 
six months of age and older. A 2 per cent solution 
of avertin was used. The dose was 0.125 gm. per 
kilogram of body weight. There was no preliminary 
medication. The intestine was emptied by enema. 
A liquid diet was given on the day before the opera- 
tion. 

The solution was prepared carefully in accordance 
with the directions. The anesthetic was always 
given in the ward and after from ten to fifteen min- 
utes the child was taken to the operating room. The 
best time to begin the operation is from twenty to 
thirty minutes after the introduction of the anxs- 
thetic. The necessary deep sleep lasts from forty-five 
minutes to one hour. Awakening does not occur 
until after from one and one-half to three hours. 

In the cases reviewed no solution was ever found 
in the intestine after the operation was completed. 
Asa rule the blood pressure rose slightly at first, fell 
about ten minutes after the introduction of the 
avertin, and rose again after a further ten minutes. 
In one-fourth of the cases there was no fall in the 
blood pressure. The most marked fall was from 5 to 
30 mm. Hg. No excitement and no injuries to the 
heart, kidneys, or intestine were observed. In 47 
per cent of the cases complete narcosis was obtained 
with the avertin alone, but in the others, amounts of 
ether up to 40 c.cm. were required in addition. 

These observations indicate that avertin narcosis 
is entirely safe for children. ZWERG (Z). 


André-Thomas: The Cauda Equina Syndrome and 
Spinal Anesthesia (Syndrome de la queue de 
cheval et rachianesthésie). Presse méd., Par., 1930, 
XXXVlii, 1387. 

Lesions of the cauda equina are most often caused 
by trauma, compression by bone (Pott’s disease, 


metastatic cancer of the lumbar vertebra and 
sacrum), primary tumors of the nerve roots, af- 
fections of the meninges, and syphilis. 

After describing briefly the urinary, rectal, and 
sexual symptoms associated with lesions of the 
cauda equina, the author reports the case of a woman 
twenty-five years of age who developed the cauda 
equina syndrome following an operation for re- 
sistant hymen which was performed under spinal 
anesthesia induced by the injection of 8 ctgm. of a 
4 per cent solution of novocain. Immediately after 
the operation the patient complained of a feeling of 
numbness in the lower part of the body. Movement 
of the limbs was difficult, and walking was im- 
possible. 

Several weeks after the operation, movement of 
the limbs was better, but the patient still required 
support. At times she suffered from lancinating 
pains in the calves, particularly in the left leg. Dur- 
ing the year following the operation she became 
pregnant. Labor was prolonged for five days. 
Four years later she had entirely recovered the 
function of her limbs, but complained of urinary 
and rectal incontinence. She was completely 
anesthetic to sexual relationships, but had orgasms 
during dreams. A characteristic sign of cauda 
equina lesion was her frequent change of place 
when sitting, due to the feeling that she was sitting 
on a cavity or opening. For several months she was 
given treatment with the high-frequency current 
over the perineal, anal, and vaginal regions. This 
caused gradual improvement, particularly in urina- 
tion. 

The cauda equina syndrome seems to be localized 
in the region of the last three sacral nerves. 

The unfavorable sequela of spinal anesthesia 
are well known. They include headache, meningeal 
irritation, postoperative vomiting, motor disturb- 
ances, paralysis of the limbs, and paralysis of 
cranial nerves, especially the oculomotor nerve. 

The unusual feature of the author’s case was the 
persistence of the sequela eleven years after the 
operation. The complications of spinal anesthesia 
have been attributed to toxic, mechanical, hydraulic, 
meningeal, and circulatory factors. They have oc- 
curred after the injection of stovaine, novocain, 
tropacocaine, cocaine, alypine, caffeine, and adren- 
alin. The drugs most frequently accused in the re- 
ports are novocain and stovaine, but these are the 
drugs most frequently used. The author suggests 
that sensitiveness or neurotropism may be a factor. 

André-Thomas cites the work of Lapique and 
Legendre which demonstrated anatomical changes 
in the myelin sheath and the axis cylinder after 
contact with an anesthetic agent. When physio- 
logical serum was substituted for the anesthetic 
the nerve sheath and cylinder returned to normal. 
The proper induction of spinal anesthesia requires 
freshness of the solution, careful dosage, measure- 
ment of the cerebrospinal fluid pressure, slow in- 
jection, and proper position of the patient. Even 
when these requirements are met, unfavorable 
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sequel are not always prevented as there remains 
the possibility of idiosyncrasy of the patient to the 
anesthetic. Jacos E. Kietn, M.D. 


Jones, W. H.: A New Method of Inducing Spinal 
Anesthesia with Percaine (Nouvelle méthode 
d’anesthésie rachidienne par la percaine). Lyon 
chir., 1930, XXvli, 579. 

Percaine is a derivative of quinolin and therefore 
related to quinine. It belongs to an entirely dif- 
ferent group than cocaine and novocain. It is 
readily soluble in alcohol and water and gives 
neutral solutions. The solutions should be made 
with redistilled water. The percaine must not come 
into contact with alkalies as such contact produces 
a basic insoluble precipitate. 

Laboratory experiments have shown that the ef- 
fects of percaine are 10 times as intense as those of 
cocaine and 20 times as intense as those of novocain. 
Therefore, although the toxicity of percaine is 
greater than that of cocaine and novocain, it is 
greatly reduced by the extreme dilutions possible. 
The local effect of percaine lasts longer than that 
of any drug used previously. 

After preliminary tests which proved that per- 
caine does not injure the tissues, the author used 
it in more than 100 cases. He employs a new 
method. Instead of withdrawing spinal fluid, he 
injects the anesthetic under pressure. The second 


or third dorsal vertebra is a good level for the 
anesthesia. It should extend higher than the fifth 
dorsal, but should not reach the cervical roots. At 
first, Jones injected 15 c.cm. of a 1:1,000 solution. 
He obtained complete splanchnic block with perfect 


relaxation of the abdominal muscles, but he has 
sometimes used as much as 20 c.cm. His patients 
ranged from sixteen to eighty years of age. A solu- 
tion of 1:1,000, I:1,500, or 1:2,000 may be used, 
but Jones has found it generally best to employ 
a solution of a lower concentration than the spinal 
fluid which is made with 0.5 per cent salt solution. 
With such a solution and the patient in dorsal 
decubitus the anterior roots are most intensely 
anesthetized. The patient should first be placed 
in ventral decubitus to induce anesthesia of the 
posterior roots and then changed to dorsal decubitus. 

In every case a dose of from 6 to 10 cgm. of 
ephedrine is given before the injection of the 
anesthetic. The duration of the anesthesia is in 
proportion to the concentration of the percaine. 
A 1:2,000 solution is sufficient for operations re- 
quiring about three-quarters of an hour; a 1:1,500 
solution for those requiring between one and two 
hours; and a 1:1,000 solution for those requiring 
two hours or more. Fifteen cubic centimeters of a 
1:2,000 solution is enough for painless appendec- 
tomy. For anesthesia of the dorsal roots the injec- 
tion is made between the first and second lumbar 
vertebra; for anesthesia of the sacral and coccygeal 
plexuses, between the first and third lumbar verte- 
bre; and for blocking of the cauda, between the 
fourth and fifth lumbar vertebre. 
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The injection always causes a fall in the blood 
pressure, but the decrease is less than that produced 
by novocain or stovaine. The pulse is very little 
affected, and the patient’s general condition js 
much better than when novocain or stovaine js 
used. Vomiting sometimes occurs, and as neither 
the afferent tract of the vagus nor that of the 
phrenic is anesthetized there may be a certain 
amount of pain in exploration of the upper part of 
the abdomen. Care must be taken to prevent pari! 
ysis of the motor phrenic nerves. 

From his experience the author concludes that 
percaine is the best anesthetic for spinal anesthesia 
because of its powerful anesthetic action and |oy 
toxicity. Aubrey C. MorcGan, M.1) 


Albo, M., and Pla, J. C.: The Nervous Sequel of 
Spinal Anesthesia. Slight Pyramidal. Signs 
Found at Clinical Examination of Persons Sub- 
jected to Operation (Les séquelles nerveuses de |a 
rachianesthésie. Petits signes pyramidaux trouvés 3 
V’examen clinique de quelques opérés). Rev. Si 
Am. de med. ct de chir., 1930, i, 953. 

The authors summarize the clinical findings with 
regard to the nervous system in twenty-four patients 
who had been subjected to spinal anesthesia. 

Spinal anesthesia may be followed by nervous 
symptoms persisting for months or even years. 
These symptoms may be classified as apparent and 
hidden symptoms. The first group include spas 
modic paraplegia, crural monoplegia, and th« 
Brown-Séquard syndrome. The second include les 
ser nervous signs in one or both lower limbs which 
cause the patient no inconvenience and are revealed 
only by clinical examination. Some of the latter are 
pyramidal signs revealed at once in the first examina- 
tion by the Babinski and Oppenheim tests, exaggera 
tion of tendon reflexes which, normal in the upper 
limbs, cannot be attributed to a general increase of 
reflex excitability, and clonus of the foot or patella 
Others are signs which appear only after the patient 
has made an effort (Déjerine’s syndrome of inter- 
mittent medullary claudication). Many patients 
show absolutely no abnormality on clinical examina- 
tion of the nervous system after spinal anesthesia. 

Thinking that perhaps the hidden syndrome might 
be due to slight medullary lesions caused by tlie 
spinal puncture, the authors studied the nervous 
systems of several subjects who had undergone 
lumbar puncture for diagnostic purposes. ‘he 
slight symptoms were not found. 

The studies of Stepanovich show that certain 
aseptic meningeal reactions may be caused by 
anesthetizing fluids. The toxin acts perhaps by pro- 
voking congestive reactions which give rise to a 
simple hyperglycorrhacia or acute meningitis. ‘The 
authors conclude that it acts not only on the menin- 
ges, but also on the cord, perhaps by extension in the 
depth of the inflammatory process, and that the foci 
of myelitis of variable dimensions thus determined 
then give rise to syndromes of importance or ‘to 
lesser hidden syndromes. PACE. 
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SURGICAL INSTRUMENTS AND APPARATUS 


Knorr, M.: The Bacterial Content of Sterile Com- 
mercial Catgut (Der Keimgehalt des sterilen Han- 
delscatguts). Muenchen. med. Wchnschr., 1930, i, 
581. 

The author first emphasizes that an object may be 
called sterile only when cultures made from it show 
no bacterial growth. If it contains organisms which 
have been hindered in their growth or deprived of 
their capacity for growth by bactericidal measures, 
it is not sterile, since after the removal of the disin- 
fecting substance bacterial growth may again be 
obtained. 

Knorr’s studies of commercial “sterile catgut” 
which have been carried out over a period of years 
have demonstrated the following facts: 

One group of samples contained aérobic spore- 
formers, non-pathogenic, anaérobic spore-formers, 
and, almost always, pathogenic anaérobic spore- 
formers (gas gangrene, malignant oedema). Another 
group differed from the first group only in the less 
frequent occurrence of the last-mentioned form; nev- 
ertheless, animal experiments demonstrated the 
presence of bacteria of high virulence also in this 
group. In the third or ‘most sterile” group, there 
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were aérobic spore-formers of the earth-bacillus 
group. 

Accordingly, 80 per cent of the catgut samples 
examined did not conform to the officially established 
definition of sterilization. The bacteriological find- 
ings were completely confirmed by microscopic ex- 
amination. Therefore it appears necessary that the 
“catgut serum,” considered harmless by the clini- 
cian, be examined for its bacterial flora as it might 
be found to contain even gas-gangrene bacilli. Par- 
ticularly noteworthy was the fact that “sterile cat- 
gut” showed acid-fast bacilli which in form resemble 
tubercle bacilli. This finding also should be followed 
up. Moreover, it must be determined whether the 
actinomyces fungus may not be present in “sterile 
catgut.” Obviously, it is not possible to attribute all 
wound disturbances to catgut organisms, particular- 
ly when non-spore-formers are encountered. The 
latter are certainly destroyed by the catgut “‘disin- 
fecting methods.” 

Catgut may give rise also to reactions due to for- 
eign protein hypersensitiveness. 

In conclusion Knorr states that according to the 
findings of recent investigations (Kronrich) our 
methods of sterilizing operating linen and injection 
fluids leave much to be desired. Max Buppe (Z). 
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ROENTGENOLOGY 


Cappelli, L.: ‘‘Radio-Anaphylaxis’’ in the Normal 
Animal (La “radio-anafilassi’’ nell’organism nor- 
male). Radiol med., 1930, xvii, 1084. 


Cappelli failed to produce anaphylactic shock in 
sensitized rabbits by exposing them to large doses 
of the roentgen rays. He therefore concludes that 
irradiation does not break down the physiological 
proteins of the organism into albumoses and pep- 
tones, since if such breaking down had occurred in 
his experimental animals anaphylactic shock would 
have resulted. 

He states that roentgen-ray sickness, although 
clinically analogous to anaphylactic shock, is not a 
specific syndrome but a general organic reaction due 
to disequilibrium of elementary substrata. 

C. D. HAaGeNsEN, M.D. 


Glaser, M. A.: Campiodol (Iodized Rapeseed Oil); 
Its Use in the Roentgenological Visualization 
of the Body Cavities. Am. J. Rocntgenol., 1930, 
XXIV, 477. 

Campiodol is rapeseed oil containing 43 per cent 
of elemental iodine. Its specific gravity is 1.289. 
It is very stable, only slightly irritating, and almost 
non-toxic. Dogs have withstood an oral dose of 
6.75 c.cm. per kilogram of body weight and an 
intravenous dose of 1.5 c.cm. per kilogram of body 
weight. A mixture of campiodol with ethyl oil has 
a specific gravity of only 1.004. and is of great value 
in the visualization of body cavities. 

The preparations of campiodol recommended by 
Glaser for the various cavities are as follows: 
tracheobronchial tree, undiluted campiodol; sub- 
arachnoid space, blood vessels, fistula, female 
genitalia, sphenoidal sinus, frontal sinus, lachrymal 
ducts, mastoids, and eustachian tubes, a dilution of 
4:1; maxillary sinus, a 50 per cent solution; and 
genito-urinary tract, an emulsion. 

A very satisfactory medium for urography is an 
emulsion of campiodol with acacia. Emulsified 
campiodol has a specific gravity of 1.078 and a 
viscosity only slightly more than twice that of water. 
It is non-irritating, non-toxic, and more opaque 
than 15 per cent sodium iodide. It has been em- 
ployed successfully in more than 300 cases. 

Cuarves H. Heacock, M.D. 


RADIUM 


Asti, M. L.: Dosage Measurement in Surface Radi- 
um Therapy (Osservazioni sulle misure in radium- 
terapia di superfice). Radiol. med., 1930, xvii, 1005. 

Asti believes that the Dominici unit, measured by 
means of the ionomicrometer of Danne and Mallet, 
is the best unit for measuring surface radiation by 


radium. He finds the terms “millicuries destroyed’ 
and ‘milligram hours” to be inapplicable to the 
estimation of surface radiation. He defines the 
Dominici unit as the dose received in ten hours by « 
spherical ionization chamber of a volume of 1 c.cm., 
with walls of 1 mm. of aluminum, placed with its 
center 26.2 mm. from the middle of the axis of 4 
tube containing 10 mgm. of radium. The tube 
should have an internal chamber 16 mm. in length 
and walls with a filtration (platinum or gold) equi, 

alent to 2 mm. of platinum. The axis of the tube 
should be normal to the direction in which the dis 

tance from the center of the ionization chamber i: 
measured. 

The ionomicrometer of Danne and Mallet is at 
once an electroscope and an ionization chamber. ‘Thi 
displacement of the gold leaves suspended in thx 
chamber is registered on a micrometer scale place«! 
opposite it. The author’s associates have drawn up 
tables from which the number of Dominici units and 
the skin erythema dose can be calculated in terms of 
the ionornicrometer readings. 

Asti reports a series of experiments to determine 
the amount of energy lost when masses of water 0! 
various dimensions are interposed between thi 
radiant source and the measuring chamber, an 
when the measuring unit is placed at the level of 
masses of water. From the results he draws the 
following conclusions: 

1. Measurements to determine the surface dosage 
may be made either in air or at the level of a mass 0! 
water of any size. 

2. When the amount of absorption in trans 
mission through tissue, as in depth-dosage calcula 
tion, is investigated, masses of water as nearly is 
possible the size of the mass of tissue to be radiate: 
should be used. C. D. HAAGENSEN, M.D. 


} 


Quick, D.: Radium in Cancer Therapy. Bri!. \/./ 
1930, ll, 705. 

This is a review of the methods of treating cance: 
which are employed at the Memorial Hospital, New 
York. 

Quick states that radium is best adapted for inter 
stitial implantation and for use in special applicators 
within body cavities. For external irradiation ove 
large surfaces, the X-ray should be employed. For 
the control of the adult type of epidermoid carci 
noma, from 7 to 1o erythema doses throughout th: 
tumor are necessary. Undifferentiated types require 
at least one-half of that amount of irradiation. I: 
cases of tumor within the oral cavity the maximun 
dose which can be delivered to the neoplasm withii 
a period of three weeks by external irradiation alone 
is 3 skin erythema doses. Since this amount of irra 
diation is not sufficient for clinical cure, the inte: 
stitial implantation of radium is necessary. 
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Skin cancer, unless extremely advanced or unless 
the tumor bed has been altered by repeated recur- 
rences, should be treated preferably with radium. In 
all except the most superficial lesions, heavily filtered 
radium at a distance of from 1 to 3 cm. gives the best 
results. 

At the Memorial Hospital, carcinoma of the mu- 
cous membranes of the mouth, nose, and throat is 
treated by external irradiation with radium or the 
X-rays, or both over the primary growth and the 
implantation of gold-filtered radon seeds into the 
primary tumor. The cervical nodes, unless palpably 
involved, are treated by external irradiation. The 
palpably involved node of the adult type of epider- 
moid carcinoma, when unilateral and with an intact 
capsule, is treated by complete unilateral dissection 
plus the implantation of radium into the wound in 
such a way that all suspicious areas will be heavily 
irradiated. Unilateral nodes in which the tumor has 
extended through the capsule and all bilateral nodes 
are treated by surgical exposure under local anxs- 
thesia and the implantation of radon seeds. Metas- 
tatic nodes in undifferentiated types of carcinoma 
are treated by irradiation only. 

Extrinsic laryngeal cancer, which is always inoper- 
able, is treated by external and interstitial irradia- 
tion. In a few highly radiosensitive types the X-rays 
alone may cause complete regression. Intrinsic 
laryngeal cancer, although operable in a certain per- 
centage of cases, is treated preferably with radium 
at the Memorial Hospital. External laryngotomy is 
done and the radon implanted directly into the 
growth. 

In the treatment of cancer of the cervix of the 
uterus, radium is the agent of choice. In operable 
cases of cancer of the corpus, hysterectomy is the 
best procedure. 

Cancer of the bladder is treated preferably by 
suprapubic cystotomy with direct implantation of 
radon. In cancer of the prostate, radium treatment 
produces greater palliation with less hazard than 
operation. 

(Juestionably operable cases of cancer of the breast 
and breast cancer in the aged are treated better by 
irradiation than by operative procedures. The pal- 
liative effects of irradiation are probably greater in 
breast cancers than in most others. 

The interests of the patient with cancer are best 
served when the surgeon working in coéperation 
with the pathologist and the physicist is thoroughly 
familiar with irradiation and therefore able to com- 
bine the necessary operative treatment with irradi- 
ation therapy. C. D. HAAGENsEN, M.D. 
De Quervain, F.: Intra-Abdominal Radium Sur- 


gery (Zur intra-abdominalen Radiumchirurgie). 
Deutsche Ztschr. f. Chir., 1930, ccev, 387. 


Inoperable sarcomata of the retroperitoneal tis- 
sue and its lymph nodes and sarcomata of the 
omentum, mesentery, and spleen can be treated 
successfully by the intraperitoneal insertion of 


radium needles. An attempt at such treatment is 
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justified also in cases of tumor of the kidney growing 
toward the abdominal cavity. 

The tumor is exposed through the abdominal 
cavity and radium capsules with long guide threads 
are inserted into it. The guide threads are brought 
out through the abdominal wall, with the help of 
drains if these seem desirable, and after a sufli- 
ciently long period of activity—from three to seven 
days according to the variety of tumor—the radium 
is drawn out by means of the threads. If necessary, 
the treatment may be repeated several times at 
intervals of from six to eight weeks. 

In the case of a fifty-seven-yvear-old man with a 
sarcoma in the left hypochondrium which was 
larger than a man’s head complete disappearance 
of the tumor was obtained, and five years later the 
patient was in good health. In the case of a thirty- 
seven-year-old man with a large glandular meta 
stasis from a seminoma near the spine the tumor 
disappeared completely under treatment with ra- 
dium needles plus deep roentgen irradiation, and 
after fourteen months the general condition was 
good. I. Korentc (Z). 
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Regaud, C.: The Radiophysiological Principles of 
the Radiotherapy of Cancer (Sur les principes 
radiophvsiologiques de la radiothérapie des can 
cers). :lcta radiol., 1930, Xi, 455. 

In man there is a radiophysiology common to 
normal and cancerous tissues which is in contrast 
to the radiophysiology of vegetable cells, bacteria, 
and the ova of lower animals. 

Irradiation acts in two ways on tissues which are 
more or less sensitive: (1) by exerting a direct effect 
on the more sensitive cells (of value in the treatment 
of malignant tumors), and (2) by exerting an effect 
on the vasculoconnective tissues which nourish these 
cells (of value in the treatment of chronic inflamma- 
tions and as palliative treatment of cancer). 

The radiosensibility of both normal and cancerous 
cells is dependent upon multiplication of the mother 
cells (secretory function is antagonistic to radio- 
sensibility). 

Ideal radiotherapy of cancer utilizes the favorable 
interval between the radiosensitivity of the can- 
cerous tissues and that of the normal tissues. Irradi- 
ation extending beyond the margins of serious lesions 
of the connective tissue and vessels may be followed 
by early or late necrosis. 

There is no single dose which is curative of all 
carcinomata or all sarcomata. The variations of 
radiosensitivity are dependent upon the histophysi- 
ological characteristics of the tumors. Efforts are 
being made to modify the radiosensitivity of tissue 
artificially. Time is an important factor in radio- 
sensitivity. When the treatment is divided and 
spread over a long period of time, the therapeutic 
interval of radiosensitivity is decreased, whereas 
when the treatment is given over a period of moder- 
ate length the therapeutic interval of radiosensitivity 
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is increased. This has been demonstrated by recent 
experiments on the testicle of the rabbit. There are 
cancers which, as regards the factor of time, behave 
like the fertile seminal epithelium. 

In the radium Institute of Paris there has been a 
tendency since 1920 to prolong the time of treatment 
both in roentgen therapy (Coutard’s procedure) and 
in radium therapy. The results have shown a de- 
crease in the local and general reaction and improve- 
ment in the effect of the treatment. 

Radiophysiology demonstrates that there are 
many gradations between entirely elective radio- 
therapy and diffusely caustic radiotherapy followed 
by radionecrosis of the region treated. 


Lambin, P.: Anzmias Caused by the Roentgen 
Rays and Radio-Active Substances (Les anémies 
provoquées par les rayons X et les corps radioactifs). 
Rev. belge d. sc. med., 1930, ii, 623. 

In several countries examination of the blood of 
workers with the roentgen rays and radio-active 
substances has shown that many such workers de- 
veloped changes in the blood picture commensurate 
with the degree of their exposure. The earliest sign 
is usually a moderate leucopenia with an actual de- 
crease in the proportion of polymorphonuclears and 
a relative increase in the proportion of lymphocytes. 
Occasionally there is an associated eosinophilia or an 
absolute mononucleosis without a leucopenia. 

As a rule the red cell count is not changed. How- 
ever, if the exposure is sufficient, anemia develops. 
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Rarely, erythrocytosis results. Poikilocytosis and 
anisocytosis have been reported infrequently. 

Studies of the blood of irradiated patients do not 
entirely agree, but Lambin concludes that a decrease 
in the red cells which only exceptionally exceeds 
1,000,000 is the usual result of irradiation of patients 
who have no disease of the hematopoietic system 
such as leukemia. 

Twenty-seven cases in which the blood changes 
resulted fatally have been reported. In 5 cases they 
were caused by the roentgen rays and in 22 by radio- 
active substances. One of the earliest victims was 
the French radiologist, Dominici. The disease usu- 
ally takes the form of a progressive anaplastic 
anemia which terminates fatally in from three to 
six months. Bleeding from the gums is often ob- 
served. The accompanying leucopenia is charac- 
terized by almost complete absence of polymorphio- 
nuclears, being therefore a truly agranulocytic 
syndrome. 

Two cases of lymphatic leukemia and 4 cases of 
myelogenic leukemia developing in workers with 
the roentgen rays or radio-active substances have 
been reported. 

Treatment by transfusion and other measures his 
proved ineffective in checking the disease. Lam)yin 
advises frequent periodical examination of the blood 
of workers with the roentgen rays and radio-active 
substances. 

The article is supplemented by an extensive 
bibliography. C. D. HAAGENSEN, M./). 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Desjardins, A. U.: Irradiation as a Means of Dif- 
ferentiating Certain Varieties of Tumors. Med. 
Clin. North Am., 1930, xiv, 619. 

Numerous and extensive experiments on animals 
and abundant clinical evidence have established the 
fact that every variety of cell in the body and every 
organ or structure composed largely of one variety 
of cell has a specific sensitiveness to roentgen and 
radium rays. The findings of many investigators 
have shown conclusively that the most sensitive cells 
in the body are the lymphocytes in the spleen, 
lymph nodes, intestinal lymph foilicles, bone mar- 
row, circulating blood, and thymus. Next to the 
lymphoid tissues in sensitiveness are the cells of 
the basal epithelium of the seminal tubules and 
ovarian follicles. All other cells of the body likewise 
have a specific radiosensitiveness, each variety re- 
acting to a given dose of roentgen or radium rays 
in a characteristic manner and at a characteristic 
rate. Knowledge of the specific sensitiveness of 
different cells often enables the expert radiologist 
to distinguish certain tumors by the rate and degree 
of their regression after exposure to the rays. 

To those who are unfamiliar with the influence 
of irradiation on normal tissue this doctrine of the 
specific sensitiveness of cells may appear revolu- 
tionary, but its validity with reference to the more 
sensitive kinds of cells can be demonstrated at any 
time. 

Microscopic examination by a competent patholo- 
gist is justly recognized as the most accurate means 
of identifying the character of tumors. 

The neoplasms most readily identifiable by the 
characteristic and exceptional sensitiveness of the 
lymphocytes of which they are largely composed 
are those which develop in the lymphatic or lym- 
phoid structures generally. The reaction of such 
tumors is usually so great and corresponds so closely 
to the reaction of normal lymphocytes that irradia- 
tion constitutes a valuable therapeutic test and 
makes possible the recognition of such tumors 
even without consideration of their clinical char- 
acteristics. 

Desjardins reports a case of lympho-epithelioma 
originating from the gastro-intestinal tract. The 
recognition of the tumor was based mainly on its 
special reaction to roentgen irradiation. 

The only tumor which approaches the lympho- 
blastoma in susceptibility to irradiation is the pure 
embryonal carcinoma or seminoma of the testis, but 
the clinical features of the two kinds of tumor are 
so well defined that confusion is seldom possible. 
Desjardins reports such a tumor which regressed 


completely following a course of roentgen irradia- 
tion. 

Another tumor in which the reaction to irradia- 
tion is sufficiently characteristic to serve as a valu- 
able diagnostic sign is the true benign giant-cell 
tumor of bone. The diagnosis of giant-cell tumor 
involves a grave responsibility because certain 
neoplasms of this type contain malignant elements. 

Most malignant tumors of bone are only slightly 
or moderately susceptible to irradiation. Few such 
tumors are ever cured permanently by any method 
of treatment. Nevertheless, in this group also the 
reaction to roentgen or radium rays may sometimes 
help in establishing the diagnosis. In a case reported, 
roentgenographic examination cf the lumbar spine 
and pelvis revealed a tumor involving and destroy- 
ing much of the left ilium which appeared to be a 
giant-cell tumor or an endothelial myeloma. Fol- 
lowing a course of irradiation, all of the symptoms 
disappeared, and except for occasional slight sore- 
ness in the back and shoulders, the patient’s con- 
dition has since been excellent. 

In conclusion the author says that the expert 
radiologist can render valuable assistance in the 
recognition of certain kinds of tumor, and that such 
assistance is not confined to the varieties of neoplasm 
which have been described. 


Ewing, J.: Problems of Melanoma. Bri/. Af. J., 1930, 
ii, 852. 


The nevus cell is derived from, and belongs to, 
the peripheral sensory nerve end-organs. It is 
uncertain whether this cell is neuro-ectodermal or 


mesoblastic. The nevus cell in the nerve nevus 
produces chromatophores. The adult chromatophore 
is able to exist and function independently of the 
nevus cell. 

In the epidermis there are slumbering unpig- 
mented and wandering pigmented chromatophores 
and probably also other specialized cells similar to 
nevus cells belonging to the intradermal nerve-end 
apparatus. The cells of the latter type may be the 
Merkel-Ranvier tactile corpuscles. 

In the development of melanoma exactly the 
same processes seem to occur and the same relations 
between nevus cells and chromatophores seem to be 
exhibited in the epidermis as in the nerve nevus of 
the derma and subcutaneous tissue. 

The theory of the epithelial origin of the nevus 
cell and chromatophore has always been seriously 
questioned by most pathologists and in the light of 
the new evidence has become less acceptable. All of 
the appearances in the epidermis suggesting the 
active participation of epithelium in melanoma may 
be referred to the growth of specialized cells belong 
ing to the nerve-end apparatus. However, the 
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histological evidence in this field is complex and 
inconclusive. Melanoma has important relations to 
neurofibromatosis. This fact supports the view that 
the cells in melanoma are of neural origin and is 
difficult to reconcile with the theory of epithelial 
origin. Manue  E. Licutenstetn, M.D. 


Treves, N., and Pack, G. T.: The Development of 
Cancer in Burn Scars; An Analysis and Report 
of Thirty-Four Cases. Surg., Gynec. & Obst., 1930, 
li, 740. 

From a study of 34 cancers developing on burn 
scars which were found among 2,500 skin epitheli- 
omata, the authors draw the following conclusions: 

Though females are more liable to burns at the 
extremes of life (probably because of female attire), 
the incidence of cancer developing in burn scars is 
higher in males because, in males, burns are more 
frequently subjected to irritation from infection, 
trauma, and neglect. Epitheliomata developing in 
burn scars occur in regions where burns are frequent, 
as on the scalp and extremities, and where trauma 
or motion may be superimposed, as on the elbow and 
in the groin, rather than in regions of the body where 
skin epitheliomata are common. Sometimes in older 
persons with atrophic, keratotic skin and frequently 
in quite superficial burns cancer develops within a 
year after the injury. This is the so-called acute 
wound cancer. 

The usual chronic scar cancer occurs years after 
the burn (the age of the scar is more important than 
the age of the patient), usually in the tight, dense 
scar which is abraded by relatively slight injuries. 
It is usually of the squamous type. 

Fibrosis, especially about the blood vessels, is apt 
to interfere with nutrition and poor nutrition favors 
ulceration. The repeatedly regenerating integument 
becomes progressively inferior, persistent stimulation 
to the marginal epithelium favors repeated growth 
and repair, and constant frustration may lead to loss 
of tissue restraint and eventually to cancer. 

Cancer begins in the margins of the ulcer, usually 
as a flat, indurated, infiltrating, and ulcerating 
growth with late invasive tendencies. The cells usu- 
ally show adult differentiation of Grades 1 and 2. 
Growth is slow, and the formation of visceral metas- 
tases occurs late. 

Burns should be cared for to prevent infection. 
Rapid epithelialization should be promoted, and 
skin grafting resorted to early where repair is slow or 
an excess of scar tissue will develop. If persistent 
ulceration or degenerative changes ensue, radical 
excision of the scar should be done. 

As a rule, small basal-cell lesions may be treated 
satisfactorily with heavily filtered radium at a dis- 
tance. In four cases of latent scar cancer and four of 
acute wound cancer a cure was obtained by irradia- 
tion alone, and in two others irradiation gave a good 
result after surgery had failed. If the lesions are 
radiosensitive, surgical intervention must be radical 
and preceded by irradiation. 

Harry C. SAttzsterx, M.D. 
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GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Brentnall, C. G.: The Medical Treatment of 
Anthrax. Lancet, 1930, ccxix, 1174. 

The author reviews the literature on serotheray) 
of anthrax, discusses the use of salvarsan as an 
adjuvant and the injection of 10 c.cm. of serum at 
the site of the lesion, and presents a table comparing 
eleven cases treated surgically with eleven cases 
treated medically. These cases showed a seasonal 
increase in the incidence of the infection in ithe 
months from December to May. In the surgical|\ 
treated group the average stay in the hospital as 
thirty-two and eight-tenths days, whereas in the 
medically treated group it was nine days. A cure 
was obtained in eight of the surgically treated cases 
and in nine of the medically treated cases. In al! of 
the cases anthrax bacilli were found in smears «1\/ 
cultures during the treatment. The serum was usu! 
ly given intravenously, but in some cases intra 
muscular or intrathecal injection was substituted 
for, or combined with, intravenous injection. 

The eleven medically treated cases are reporte« 
briefly. These showed that the bacterial content oj 
the lesion is not a reliable index of the effect of treat 
ment, and that the term ‘“‘pustule” is a misnomer 
when applied to the site of infection in anthrax. I}, 
medical treatment consisted of the administration of 
from 60 to 200 c.cm. of anthrax serum and of fron 
0.6 to o.9 gm. of stabilarsan daily. 

W. N. Row.ey, M.1) 


Jopson, J. J., and Eiman, J.: The Serum Treatment 
of Bacteremia Due to the Hemolytic Strep- 
tococcus. Ann. Surg., 1930, xcii, 910. 


The authors summarize their experience with 1! 
use of polyvalent anti-streptococcus serum in the 


treatment of bacteremia. Thet differentiate two 
types of bacteraemia: the ‘‘shower’’ type and | 
“massive” type. In the former, positive blood cu! 
tures are obtained either before or immediately ait: 
surgical intervention for an acute primary foc 
such as drainage of an infected hand or the remova! 
of infected thrombi from the lateral sinus. Culture: 
on blood-agar plates show but few colonies 0! 
organisms. In such cases the natural defens 
mechanism is usually capable of destroying tli 
bacteria without further therapeutic measures. |: 
the latter, blood cultures reveal hundreds of colonics 
of bacteria per cubic centimeter of blood and surgica! 
treatment of the primary focus does not lead to 
abatement of the symptoms. Under such conditivis 
of overwhelming infection the natural defense 
mechanism is rapidly exhausted. 

Tables summarizing forty-three cases of bacte! 
wmia are presented. These show that of twenty-jour 
patients who received no serum or only very smal 
amounts of serum (less than too c.cm. in four cases), 
five (twenty-one per cent) recovered and nineteen 
(79 per cent) died, whereas of a similar group of 
nineteen who received from 100 to 750 ¢.cm. »! 
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polyvalent anti-streptococcus serum, fifteen (79 per 
cent) recovered and only four (21 per cent) died. 
All of the fifteen patients in the second group who 
recovered presented the ‘“‘massive”’ type of infection. 

The authors have found that serum and chemo- 
therapeutic agents have no beneficial effect on 
primary or secondary foci of infection. Therefore if 
such foci are demonstrable and accessible they must 
be treated surgically. 

The best results of anti-streptococcus serum are 
obtained when the serum is administered early and 
in sufficient quantities intravenously before the 
development of secondary foci or thrombi and 
marked degeneration of the parenchymatous organs. 

MANUEL FE, LICHTENSTEIN, M.D. 


D'Aunoy, R., and Beven, J. L.: Systemic Blasto- 
mycosis. J. Lab. & Clin. Med., 1930, xvi, 124. 


The cases of systemic blastomycosis seen at the 
Charity Hospital, New Orleans, in the period from 
1906 to 1929 are tabulated and the pathological 
findings in a typical case are described. Because of 
the similarity of the gross and microscopic lesions 
to those of tuberculosis, demonstration of the causal 
agent is necessary before a positive differential diag- 
nosis can be made. In the cases reviewed, pul- 
monary lesions comparable to those of Miller's 
Types 1, 2, and 3 of tuberculous bronchopneumonia 
were found. J. Frank Doucurty, M.D. 


Acton, H. W., and Rao, S. S.: Factors Which De- 
termine the Differences in the Types of Lesions 
Produced by Filaria Bancrofti in India. /idian 
M.Gaz., 1930, Ixv, 620. 

The manifestations of filarial infection in India 
vary considerably. In Cochin, elephantiasis is the 
most common sequela, whereas in Allahabad the 
chief signs of the infection are lymph varix and 
chyluria. In Cochin, where the infection is most 
frequent, the country is low and flat, the rainfall is 
heavy, the humidity is high (81 per cent), mosqui- 
toes (Culex fatigans) are very numerous, and the 
length of the mosquito-breeding season is longer than 
in Allahabad. The Culex fatigans is believed to be 
the transmitter of filarial infection in India. 

The clinical manifestations of filiariasis are de- 
pendent upon the anatomy of the lymphatic system 
draining the region bitten by the mosquito. In an 
area of the country in which the infection is only 
moderately prevalent the intensity of the infection 
is moderate and the migration of the embryos into 
the lymphatics is not so heavy as in areas of the 
country in which the infection is more common. 
Irritation and blockage of the low lymphatic glands 
are comparatively rare. As a rule the blockage 
occurs in the lymphatics near the abdominal aorta; 
hence hydrocele is usually the earliest sign of the in- 
fection. Continued infection and irritation result in 
oedema of the legs. M. Herbert Barker, M.D. 
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